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PREPARED STATEMENT OF THE ACADEMY OF RADIOLOGY RESEARCH

This statement is submitted on behalf of the Academy of Radiology Research, an
alliance of 23 scientific and professional societies with a membership of more than
40,000 radiologists, imaging scientists, and allied professionals. The Academy is also
su{)ported by national organizations representing more than 100,000 radiologic tech-
nologists.

In addition, I am also representing the Coalition for Imaging and Biomedical En-
gineering Research (CIBR). CIBR is a permanent coalition of radiology, imaging,
and bioengineering societies; imaging equipment and medical device manufacturers;
and patient advocacy groups. What unites all of these diverse groups is the common
recognition that new imaging and biomedical engineering techniques and tech-
nologies can transform medical science and produce dramatic improvements in the
detection, diagnosis, and treatment of a broad range of diseases and conditions.

The purpose of my statement is to urge the Appropriations Committee and Con-
gress to make an investment this year that will foster innovation in imaging and
produce a new revolution in medical science and health care driven by technology
development. Recognizing the significant budgetary challenges we face at present,
it is critical that the Federal Government take full advantage of the scientific oppor-
tunities that offer the best prospects for improving the capability of physicians to
diagnose and treat a broad range of diseases and conditions. Imaging is one such
area of scientific opportunity. For that reason, we request that the committee in-
crease the appropriation in fiscal year 2008 to $350 million for the National Insti-
tute of Biomedical Imaging and Bioengineering (NIBIB), the newest Institute at the
National Institutes of Health and the primary home for basic research in imaging
at the NIH.

The NIBIB is not the sole home for imaging research at the NIH. Indeed, the Na-
tional Cancer Institute was the primary supporter of imaging in the years before
the NIBIB was established. With strong support from NCI Director John E.
Niederhuber and leadership from Dr. Dan Sullivan, the NCI Cancer Imaging Pro-
gram continues to grow and push the boundaries of knowledge. I hope that the com-
mittee will support the growth of NCI initiatives in areas such as imaging as a bio-
marker for drug development, the development of new image-guided ablative thera-
pies, and computer-assisted methods of combining imaging and other clinical data.

While the extramural community strongly supports imaging research programs at
the NCI and other Institutes, the NIBIB is the Institute charged with developing
new imaging techniques and technologies with broad clinical and research applica-
tions. Investing in the NIBIB yields dividends for all of the other Institutes in the
form of new tools for studying the specific diseases that constitute the missions of
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those Institutes. It also pays large dividends for patients, who will benefit from new
imaging techniques that improve medical care and reduce the need for more
invasive, painful, and expensive procedures.

A good example is the first grant made by the NIBIB in 2002—a Bioengineering
Research Partnership award to a multi-institutional group led by Dr. James Duncan
of Yale University. With this support from the NIBIB, Dr. Duncan and his team
have been developing new, image-guided surgical techniques for treating patients
with certain, severe forms of epilepsy. The results have been dramatic. A patient
who has undergone this surgery recently told the House Medical Technology Caucus
that the number of seizures she suffered daily dropped from more than 30 to zero.
After years enduring a severe disability that affected virtually every area of activity,
she was suddenly given her life back.

As with many imaging research projects, however, the longer-term payoff will be
much greater. This research is producing data from the brain that is helping sci-
entists to understand brain structure and function in general. Moreover, this new
information about the brain will improve our understanding of Parkinson’s Disease,
autism, Alzheimer’s Disease, dementia, and other disorders. Finally, the techniques
developed with this grant could have much broader applications, such as the use
of imaging to guide cancer therapy to destroy tumors or to deliver drugs to precise
locations in the brain in order to treat a variety of neurological disorders. Thus, a
project to improve the lives of epilepsy patients will eventually produce new treat-
ments for many more people with a range of neurological disorders. This is typical
of NIBIB and imaging initiatives.

The NIBIB, is different from other Institutes. As NIBIB Director Roderic I.
Pettigrew has observed, “In other Institutes they utilize tools. In this Institute, we
discover tools.” These tools are used by investigators at the other Institutes both to
improve our understanding of disease processes and as a principal component in
new therapies. Optical imaging, for example, is an emerging technology that uses
light waves to produce high-quality images. Based on early research, the use of opti-
cal imaging to diagnose and treat breast cancer appears to be especially promising.
This technology may allow physicians to investigate large sections of tissue rapidly
for cancerous growths, to guide surgery to remove tumors, and to scan effectively
for additional disease. As optical imaging develops, physicians and scientists will
have a new tool with applications to a wide spectrum of diseases. It also promises
to be safer and less expensive than earlier technologies.

The last Congress overwhelmingly approved the National Institutes of Health Re-
form Act of 2007, which called for a renewed emphasis on trans-NIH research and
a special focus on research at the nexus of the physical and life sciences. NIBIB is
well positioned to make good on Congress’s intent in both areas. The NIBIB, by its
nature, is perhaps the most collaborative and interdisciplinary of all the Institutes
and Centers at the NIH. In its first years, the NIBIB has pioneered collaborative
projects with other Institutes to develop new techniques with applications to specific
diseases. NIBIB is also NIH’s most prominent “bridge” to the physical sciences.
Three examples clearly illustrate NIBIB’s unique collaborative roll.

IMAGE GUIDED INTERVENTION

Despite its prominence in modern-day medicine, surgery remains in a relatively
primitive state. Although improvements in surgical techniques abound, costs are
high, invasive procedures are still the norm, and surgeons continue to rely on pre-
operative images. Significant improvements to the current state of surgery are well
within our reach. Highly exacting image-guided intervention could potentially mini-
mize invasiveness, greatly reducing patient recovery time and the costs associated
with it. With the acquisition and use of real-time (moving) 3D images, surgeons will
move far beyond pre-op images to observe blood flow patterns, identify clot risks and
“see” brain, nervous and electrical functions during surgery. Other advances bridg-
ing nano and imaging technologies together could permit surgeons to visualize and
operate at the cellular level. In general, with additional research, surgical tools will
be smaller, less expensive, and easier to manipulate.

The field of image-guided interventions is at a critical juncture. The NIBIB leads
the Interagency IGI Group, a trans-agency special interest group including rep-
resentation from seven Federal agencies as well as 13 NIH Institutes and Centers.
The need to support further research and development in IGI was documented at
a January 2006 retreat of the Interagency IGI group. NIBIB-support has already
led to major advances in this area and the Institute is poised to lead the techno-
logical advances that will revolutionize IGI in the future.
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IMAGING AT THE POINT OF PATIENT CARE

Medical imaging is critical for quality health care. Yet, sophisticated imaging
services remain widely unavailable to many patients in small clinics and hospitals
in rural and low-income communities. The development of low cost, portable imag-
ing devices could extend point of care , modern diagnostic imaging techniques to
millions of underserved Americans. Recent advances in miniaturization of electronic
hardware and improved software may allow the development of widely available
low-cost ultrasound devices to diagnose complications of pregnancy, hemorrhage as-
sociated with trauma, renal obstructions and other significant medical conditions.
Similar advances in optical imaging may herald wider access to optical probes capa-
ble of early detection of cervical cancers. Additionally, advances in the electronic
transmission of images can allow specialists located thousands of miles away to
evaluate these point of care images and prescribe appropriate clinical treatment for
millions of underserved patients.

Reduction of health disparities through new and affordable medical technologies
is an explicit goal in NIBIB'’s Strategic Plan, and the Institute was established with
this as one of its primary research initiatives. NIBIB has been a steady proponent
of this research and recently launched a new initiative to develop low-cost imaging
subsystems which attracted the attention of the Gates Foundation, as low-cost tech-
nologies are mutual priorities for both organizations. NIBIB is also spearheading
the creation of a network of point-of-care research centers. Given NIBIB’s strategic
priority for developing low-cost imaging technologies, its leadership in this field, and
its focus on point-of-patient-care technologies, NIBIB is ideally suited to lead a new
major program to bring the benefits of advanced imaging technologies to all Ameri-
cans.

TISSUE ENGINEERING

The rapid development of transplant medicine along with the aging of the baby
boomer generation have caused increased demand for tissues and organs far exceed-
ing the available donor organs. As of May 2006, there were over 90,000 people on
the waiting list for donor organs. Many of these individuals will die before a suitable
organ can be found. By providing tissues and organs “on demand,” regenerative
medicine will improve the quality of life for individuals and reduce healthcare costs.
A recent report by the Department of Health and Human Services (2020: A New
Vision—A Future for Regenerative Medicine http://www.hhs.gov/reference/
newfuture.shtml) underscores the need for a cohesive Federal initiative in this area.
The NIBIB is poised to lead this initiative into the future.

Tissue Engineering is the cornerstone of regenerative medicine. It involves the
growth and engineering of living, functional, tissues and organs. The long-range
goal of tissue engineering is to use these tissues and organs to restore, maintain,
or enhance function lost due to age, disease, damage or congenital defects. Tissue
engineering has already seen some spectacular human successes, including nearly-
complete regeneration of a severed finger and a functional bladder grown ex-vivo,
as well as animal studies where motor function has been largely restored in a rat
with a damaged spinal cord. Despite these successes, much still needs to be done
to better understand why tissue regeneration starts and stops and to develop tech-
nologies to grow and preserve larger quantities of tissue.

Clearly tissue engineering is an emerging multidisciplinary field at the interface
of the life and physical sciences. Thus, it is no surprise that NIBIB exerts a leader-
ship role in the Multi-Agency Tissue Engineering working group for the President’s
National Science and Technology Council. Given its pivotal role in this area, NIBIB
requires additional resources to fund the science necessary to accelerate advances
in this critical area of biomedical science.

The current budget proposals for fiscal year 2008 do not measure up to the sci-
entific opportunities in imaging. To be sure, these are stringent budgetary times.
In such circumstances, the unique collaborative role of NIBIB offers the valuable po-
tential for synergies with other NIH Institutes and other agencies of government
that will stretch the value of scarce research dollars and expand the translational
potential of the joint studies that are undertaken. Surely this is what Congress had
in mind when it placed so much emphasis on breaking down the barriers separating
the various Institutes, and disciplines at NIH. The NIBIB can only realize its vast
collaborative and translational potential if it grows at a reasonable rate. As the
newest of the NIH Institutes, it did not share in the doubling of the NIH budget
that ended just as the new century began.

Failure to invest adequately in the NIBIB will have at least two negative con-
sequences. First, scientific opportunities to improve diagnosis and treatment of a
wide range of diseases will be, at best, delayed and could be lost. NIBIB Director
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Rod Pettigrew has proposed a program of “quantum” projects designed to produce
major breakthroughs in health care and medical science. Without additional re-
sources, this initiative will surely be postponed or scaled back. Moreover, advanced
research in other Institutes aimed at specific diseases will be set back by the delay
in developing leading-edge imaging techniques that enable advanced research.

Second, it will discourage the large group of researchers who have been attracted
to the NIH for the first time. Scientists in fields such as physics, mathematics, and
computer science have been drawn to the NIBIB as a home for research that ties
together the physical and biological sciences. Congress clearly sees such inter-
disciplinary research as the future of biomedical science, but that future could be
delayed significantly if top scientists are discouraged from even submitting applica-
tions because funds are not available to support good research.

For these reasons, I hope that the committee will increase the 2008 appropriation
for the NIBIB to $350 million and consider a multi-year plan to build toward a
budget that will enable the Institute to fulfill its collaborative mission.

The Congress created the NIBIB in 2000 to be different from the other Institutes.
It is different because its primary mission is technology development. It is different
because it does not focus on a single disease or organ system; instead, it is charged
with developing new technologies with broad applications to many diseases and con-
ditions. It is different because its foundation in the physical sciences separates it
from the Institutes based on the biological sciences.

To a significant extent because of these differences, the NIBIB represents the fu-
ture of interdisciplinary, team-driven biomedical science that is changing health
care. I hope that the Congress will provide the resources needed to fulfill its prom-
ise.

PREPARED STATEMENT OF THE AIDS AcCTION COUNCIL

I am pleased to submit this testimony to the members of this committee on the
importance of increased funding for the fiscal year 2008 HIV/AIDS portfolio. Since
1984, AIDS Action Council has worked to enhance HIV prevention programs, re-
search protocols, and care and treatment services at the community, State, and Fed-
eral level. AIDS Action’s goals are to ensure effective, evidence-based HIV care,
treatment, and prevention services; to encourage the continuing pursuit of a cure
and a vaccine for HIV infection; and to support the development of a public health
system which ensures that its services are available to all those in need. On behalf
of AIDS Action Council’s diverse membership, comprising community-based HIV/
AIDS service organizations, prevention services, public health departments, and
education and training programs, I bring your attention to issues impacting funding
for fiscal year 2008.

Despite the good news of improved treatments, which have made it possible for
people with HIV disease to lead longer and healthier lives, stark realities remain:

—ghere are between 1.1 and 1.2 million people living with HIV in the United

tates.

—Half a million HIV positive people in the United States do not receive regular
medical care including treatment for their disease.

—Between 200,000 and 300,000 people in the United States do not know that
they are HIV positive.

—There are at least 40,000 preventable, new HIV infections each year. Approxi-
mately half of these infections occur in youth aged 13-24

—Between 14,000-16,000 people die from HIV related causes each year.

—While African Americans comprise only 12 percent of the United States popu-
lation, they account for approximately half (49 percent) of those infected with
HIV/AIDS and 70 percent of new HIV infections each year.

—HIV was the #1 cause of death for Black women, aged 25-34, in 2004 the most
recent year we for which have data.

—According to a CDC study released in 2005, 46 percent of urban African Amer-
ican men who have sex with men (MSM) were HIV-positive.

—T70 percent of HIV positive people depend on Federal programs to receive HIV
treatment, care, and services.

The Federal Government’s commitment to funding research, prevention, and care
and treatment for those living with HIV is critical. Despite this commitment, we are
not doing enough. We need more prevention, more treatment and care and more re-
search to slow and eventually reverse this epidemic.

AIDS Action Council concurs with many in the HIV community that increased
support for HIV care and treatment, research, and prevention are critical. The com-
munity has come together under the umbrella of the AIDS Budget and Appropria-
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tions Coalition with the community funding request for the HIV domestic portfolio
for fiscal year 2008. The numbers requested represent that community work. These
requests have been submitted to the committee.

The Ryan White Comprehensive AIDS Resources Emergency (CARE) Act, admin-
istered by the Health Resources and Services Administration (HRSA) and funded
by this subcommittee, provides services to more than 533,000 people living with and
affected by HIV throughout the United States and its territories. It is the single
largest source of Federal funding solely focused on the delivery of HIV services.
CARE Act programs have been critical to reducing the impact of the domestic HIV
epidemic. Yet in recent years, CARE Act funding has decreased through across-the-
board rescissions. The rescissions in fiscal year 2005 and fiscal year 2006 that were
executed on all non-defense and non-homeland security discretionary spending dur-
ing the final negotiations of the bills had a devastating impact on the HIV/AIDS
portfolio in general, and on the Ryan White CARE Act in particular.

Now in its 17th year, the Ryan White CARE Act was reauthorized by the 109th
Congress. The changes made by reauthorization, combined with the late enactment
of fiscal year 2007 funding, has created the potential for crisis within the CARE Act.
It is AIDS Action’s hope that this subcommittee will recognize and address the true
funding needs of the care programs within the domestic HIV/AIDS portfolio and
make significant increases in all aspects of the HIV funding portfolio.

Five new jurisdictions were added to Ryan White CARE Act’s Title I as transi-
tional grant areas (TGAs), but no new funding was added for the Title I grantees
in fiscal year 2007. Some of the services provided under Title I include physician
visits, laboratory services, case management, home-based and hospice care, and sub-
stance abuse and mental health services. With the new reauthorization these serv-
ices will be even more dedicated towards funding core medical services and to ensur-
ing the ability of patients to adhere to treatment. These services are critical to en-
suring patients have access to, and can effectively utilize, life-saving therapies.
AIDS Action along with the HIV/AIDS community recommends funding Title I at
$840.4 million.

Title II of the CARE Act ensures a foundation for HIV related health care services
in each State and territory, including the critically important AIDS Drug Assistance
Program (ADAP) and Emerging Communities Program. Title II base grants (exclud-
ing ADAP and Emerging Communities) was the only program to receive an increase
from $331,000,000 in fiscal year 2006 to $406,000,000 in fiscal year 2007 for a total
increase of $75,800,000. AIDS Action along with the HIV/AIDS community rec-
ommends funding for Title II base grants at %463.4 million.

The AIDS Drug Assistance Program (ADAP) provides medications for the treat-
ment of individuals with HIV who do not have access to Medicaid or other health
insurance. According to the National ADAP Monitoring Project, approximately
96,404 clients received medications through ADAP in June 2005. The President rec-
ommends an increase of $25.4 million for the critical AIDS Drug Assistance Pro-
gram (ADAP) in his fiscal year 2008 budget. However this amount is far too low.
AIDS Action along with the HIV/AIDS community recommends an increase of
$232.9 million for ADAP for fiscal year 2008. This request is derived from a
pharmacoeconomic model to estimate the amount of funding needed to treat ADAP
eligible individuals in upcoming Federal and State fiscal years.

Title III of the Ryan White CARE Act awards grants to community-based clinics
and medical centers, hospitals, public health departments, and universities in 22
States and the District of Columbia under the Early Intervention Services program.
These grants are targeted toward new and emerging sub-populations impacted by
the HIV epidemic in urban and rural settings. Title III funds are particularly need-
ed in rural areas where the availability of HIV care and treatment is still relatively
new. AIDS Action, along with the HIV/AIDS community, requests is an increase of
$87,800,000.

Title IV of the Ryan White CARE Act awards grants under the Comprehensive
Family Services Program to provide comprehensive care for HIV positive women, in-
fants, children, and youth, as well as their affected families. These grants fund the
planning of services that provide comprehensive HIV care and treatment and the
strengthening of the safety net for HIV positive individuals and their families. AIDS
Action and the HIV/AIDS community request is an increase of $46,400,000.

Under Part F, the AIDS Education and Training Centers (AETCs) are the train-
ing arm of the Ryan White CARE Act; they train the healthcare providers, including
the doctors, advanced practice nurses, physicians’ assistants, nurses, oral health
professionals, and pharmacists. The role of the AETCs is invaluable in ensuring
that such education is available to healthcare providers who are being asked to
treat the increasing numbers of HIV positive patients who depend on them for care.
Additionally, the AETCs have been tasked with providing training on Hepatitis B
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and C to CARE Act grantees and to ensure inclusion of culturally competent pro-
grams for and about HIV and Native Americans and Alaska Natives. However no
funding was added for additional materials, training of staff, or programs. AIDS Ac-
tion and the HIV/AIDS community request a $15.3 million increase for this pro-

am.

Also under Part F, Dental care is another crucial part of the spectrum of services
needed by people living with HIV disease. Unfortunately oral health is one of the
first aspects of health care to be neglected by those who cannot afford, or do not
have access to, proper medical care removing an opportunity to catch early infec-
tions of HIV. AIDS Action and the HIV/AIDS community request a $5.9 million in-
crease for this program.

AIDS Action and the HIV/AIDS community estimate that the entire Ryan White
CARE Act portfolio needs $2,794,300,000 for fiscal year 2008 to address the true
needs of the over 1 million people that the Centers for Disease Control and Preven-
tion (CDC) estimates are living with HIV in the United States. The fiscal year 2007
funding that was allocated was just over $2 billion ($2,112,000,000). This is a sig-
nificant shortfall from the actual needs of people living with HIV.

The Minority AIDS Initiative directly benefits racial and ethnic minority commu-
nities with grants to provide technical assistance and infrastructure support and
strengthen the capacity of minority community based organizations to deliver high-
quality HIV health care and supportive services. HIV/AIDS in the United States
continues to disproportionately affect communities of color. The Minority AIDS Ini-
tiative provides services across every service category in the CARE Act and was au-
thorized for inclusion within the CARE Act for the first time in the 2006 CARE Act
reauthorization. It additionally funds other programs throughout HHS. AIDS Action
and the HIV/AIDS community request a total of $610 million for the Minority AIDS
Initiative.

The Housing Opportunities for People with AIDS (HOPWA) program, adminis-
tered by the U.S. Department of Housing and Urban Development (HUD), is an-
other integral program in the HIV care system. Stable housing is absolutely critical
to the ability of people living with HIV to access and adhere to an effective HIV
treatment plan. Stable housing plays a key role in HIV prevention; lack of housing
is a known risk factor for HIV. Although HOPWA is not part of the Labor, Health
and Human Services Appropriations bill, AIDS Action urges all Appropriations
Committee members to support this critical program. AIDS Action requests that
$454,000,000 should be appropriated to the HOPWA program for fiscal year 2008.

According to CDC estimates contained in the agency’s December 2005 HIV/AIDS
Surveillance Report, 956,019 cumulative cases of AIDS have been diagnosed in the
United States, with a total of 518,037 deaths since the beginning of the epidemic.
As funding has remained essentially flat for more than 6 years, new infections also
have stubbornly remained at the level of 40,000 per year. Dr. David Holtgrave, chair
of the Johns Hopkins Bloomberg School Department of Health, Behavior and Soci-
ety, has convincingly shown that there is a strong correlation between the lack of
funding increases and the failure to reduce the number of new HIV infections.
Therefore, AIDS Action Council estimates that the CDC HIV/AIDS, STD, and TB
prevention programs will need $1,597.3 million in fiscal year 2008 to address the
true unmet needs of prevention in HIV/AIDS, STDs, and TB.

Research on preventing, treating and ultimately curing HIV is vital to the domes-
tic control of the disease. The United States must continue to take the lead in the
research and development of new medicines to treat current and future strains of
HIV. Primary prevention of new HIV infections must remain a high priority in the
field of research. It is essential that NIH continues its groundbreaking research to
secure a prevention vaccine and continue to research promising treatment vaccines
that may help HIV positive people maintain optimal health. Research on
microbicides [gels, creams or other substances that prevent the sexual transmission
of HIV and other sexually transmitted infections (STIs) when applied topically] for
vaginal and anal sexual intercourse is also critical. Continued research on new
medications for drug resistant strains of HIV is also critical. Finally, behavioral re-
search to increase knowledge of sexual behavior and research to help individuals
delay the initiation of sexual relations, limit the number of sexual partners, limit
high-risk behaviors related to alcohol and substance use and move from drug use
to drug treatment are all critically important. NIH’s Office of AIDS Research is crit-
ical in supporting all of these research arenas. AIDS Action requests that the Na-
tional Institutes of Health AIDS portfolio be funded at $3.2 billion for fiscal year
2008 an increase of $300 million over fiscal year 2007.

HIV is a continuing health crisis in the United States. On behalf of all HIV posi-
tive Americans, and those affected by the disease, AIDS Action Council urges you
to increase funding in each of these areas of the domestic HIV/AIDS portfolio. Help
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us save lives by allocating increased funds to address the HIV epidemic in the
United States.

PREPARED STATEMENT OF THE ALPHA-1 FOUNDATION

Agency Recommendations:

1. NIH: The Alpha-1 Foundation requests an allocation in the budget to enable
the NIH, NHLBI to focus additional research leading to a better understanding of
Alpha-1, including improved management and therapeutic approaches. The Founda-
tion observes that much can be learned by studying the biology of Alpha-1, a human
model of environment-gene interaction, which will inform Chronic Obstructive Pul-
monary Disease (COPD) and liver cirrhosis, both of which are major public health
concerns. The Foundation requests cooperation between NHLBI, NIDDK, NHGRI,
and other institutes to enhance targeted detection, raise public awareness about
Alpha-1 and provide appropriate information to health professionals. The Founda-
tion recommends achieving these goals through use of the NHLBI Rare Lung Dis-
eases Consortium and the COPD Clinical Research Network.

2. NIH: The Foundation commends NHLBI for their national launch of the COPD
Awareness and Education Campaign titled “COPD Learn More Breathe Better” and
recommends that NHLBI continue to enhance its portfolio of research and education
on the fourth leading cause of death in the United States, Chronic Obstructive Pul-
monary Disease (COPD), including genetic risk factors such as Alpha-1 Antitrypsin
Deficiency.

3. NIH: The Alpha-1 Foundation notes that the severe adult-onset lung disease
caused by Alpha-1 stems directly from the protein secretion abnormality in the liv-
ers and lungs of affected individuals. Alpha-1 has also been shown to be a risk fac-
tor for hepatitis C and B infection. The Foundation requests that NIDDK collabo-
rate with NHLBI, NCI and other institutes to enhance its research portfolio, encour-
age detection, raise public awareness and provide appropriate information to health
professionals. The Foundation encourages the use of the NIDDK Cholestatic Liver
Disease Consortium to achieve these goals.

4. NIH: The Foundation notes that given the link between environmental factors
and the onset of Alpha-1 related COPD, the committee encourages NIEHS to de-
velop research initiatives to explore gene environment interaction research and de-
velop support for public private partnerships.

5. CDC: The Foundation requests that CDC develop a program to promote early
detection of Alpha-1 so that individuals can engage in preventative health measures
and receive appropriate therapies which significantly improve their health status.
The Foundation requests a public private partnership to actively support Alpha-1
targeted detection efforts that utilize public and professional education regarding
chronic obstructive lung disease, both genetic and tobacco related.

DISCLOSURE

Title: Rare Lung Disease Clinical Research Network Grant #1 U54 RR019498-01

Principal Investigator: Bruce C. Trapnell, M.D., University of Cincinnati Medical
School

Dates: 09/01/03 through 08/31/08

Total Costs—$5,520,790

The Foundation receives a small percentage of this grant as the coordinating cen-
ter.

Thank you for the opportunity to submit testimony for the record on behalf of the
Alpha-1 Foundation.

THE ALPHA-1 FOUNDATION

The Alpha-1 Foundation is a national not-for-profit organization dedicated to pro-
viding the leadership and resources that will result in increased research, improved
health, worldwide detection and a cure for Alpha-1 Antitrypsin (Alpha-1) Deficiency.
The Foundation has built the research infrastructure with private investment, fund-
ing over $28,000,000 in grants from basic to social science, establishing a national
patient registry, tissue and Biobank, translational laboratory, assisting in fast track
development of new therapeutics, and stimulating the involvement of the scientific
community. The Foundation has invested the resources to support clinical research
uniquely positioning ourselves for a perfect private public partnership. There is a
lack of awareness of the insidious nature of the early symptoms of the lung and
liver disease associated with this genetic condition by both medical care providers
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and the public. It is our hope that the Federal Government will leverage the Foun-
dation’s investment with support for a national Alpha-1 targeted detection program.

ALPHA-1 IS SERIOUS AND LIFE THREATENING

Alpha-1 is the leading genetic risk factor for Chronic Obstructive Pulmonary Dis-
ease (COPD) and is often misdiagnosed as such. Alpha-1 afflicts an estimated
100,000 individuals in the United States with fewer than 5 percent accurately diag-
nosed. These are people who know they are sick and as yet have not put a name
to their malady. Although Alpha-1 testing is recommended for those with COPD this
standard of care is not being implemented. In addition, an estimated 20 million
Americans are the undetected carriers of the Alpha-1 gene and may pass the gene
on to their children. Of these 20 million carriers, 7-8 million may be at risk for lung
or liver disease.

The pulmonary impairment of Alpha-1 causes disability and loss of employment
during the prime of life (20-40 years old), frequent hospitalizations, family dis-
organization, and the suffering known only to those unable to catch their breath.
Fully half of those diagnosed require supplemental oxygen. Lung transplantation,
with all its associated risks and costs, is the most common final option. Alpha-1 is
the primary cause of liver transplantation in infants and an increasing cause in
adults. Alpha-1 liver disease currently has no specific treatment aside from trans-
plantation. The cost to these families in time, energy and money is high and often
devastating. Alpha-1 also causes liver cancer.

Alpha-1 is a progressive and devastating disorder that in the absence of proper
diagnosis and therapy leads to premature death; in spite of the availability of thera-
peutics for lung disease and preventative health measures that can be life-pro-
longing. It is estimated that untreated individuals can have their life expectancy
foreshortened by 20 or more years. Yet early detection, the avoidance of environ-
mental risk factors and pulmonary rehabilitation can significantly improve health.

ALPHA-1 AND COPD

As the forth leading cause of death, COPD is a major public health concern. Data
indicates that not all individuals who smoke develop lung disease leading many to
conclude that COPD has significant genetic and environmental risk factors. As the
most significant genetic risk factor for COPD, Alpha-1 has much to tell us about
the pathogenesis of lung disease. Discoveries and advances made in Alpha-1 will im-
pact the larger 12—24 million individuals living with COPD.

DETECTION

The Alpha-1 Foundation conducted a pilot program in the State of Florida where
we garnered the knowledge and experience necessary to launch an awareness and
National Targeted Detection Program (NTDP). The goals of the NTDP are to edu-
cate the medical community and people with COPD and liver disease, alerting them
that Alpha-1 may be an underlying factor of their disease; and stimulating testing
for Alpha-1. This effort will uncover a significant number of people who would ben-
efit from early diagnosis, treatment and preventative health measures.

The Foundation distributes the American Thoracic Society/European Respiratory
Society (ATS/ERS) “Standards for the Diagnosis and Management of Individuals
with Alpha-1 Antitrypsin Deficiency” to physicians, nurses and respiratory thera-
pists. Additionally, health care practitioners and the COPD community are being
targeted through press releases, newsletter articles and various website postings.

The national implementation of the NTDP is enhanced through the 7 Clinical Re-
source Network Centers of the National Heart, Lung, Blood Institute of the National
Institutes of Health; 51 Foundation affiliated Clinical Resource Centers; large pul-
monary practices and various teaching hospitals and universities. The NTDP also
employs a direct to consumer approach targeted to people with COPD.

The Alpha-1 Foundation’s Ethical Legal and Social Issues (ELSI) Working Group
endorsed the recommendations of the ATS/ERS Standards Document which rec-
ommends testing symptomatic individuals or siblings of those who are diagnosed
with Alpha-1. Early diagnosis in Alpha-1 can significantly impact disease outcomes
by allowing individuals to seek appropriate therapies, and engage in essential life
planning. Unfortunately, seeking a genetic test may lead to discrimination against
individuals who have no control over their inherited condition. The absence of Fed-
eral protective legislation has caused the ELSI to recommend against population
screening and genetic testing in the neonatal population. The Foundation is encour-
aged that the House has passed the Genetic Information Nondiscrimination Act of
2007 out of committee and may soon take this measure up on the House floor.
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The Alpha-1 Coded Testing (ACT) Trial, funded by the Alpha-1 Foundation and
conducted at the Medical University of South Carolina offers a free and confidential
finger-stick test that can be completed at home. The results are mailed directly to
the participants. The ACT Trial has offered individuals the opportunity to receive
confidential test results since September 2001.

ALPHA-1 RESEARCH

The Alpha-1 Foundation believes that significant Federal investment in medical
research is critical to improving the health of the American people and specifically
those affected with Alpha-1. The support of this subcommittee has made a substan-
tial difference in improving the public’s health and well-being.

The Foundation requests that the National Institutes of Health increase the in-
vestment in Alpha-1 Antitrypsin (AAT) Deficiency and that the Centers for Disease
Control and Prevention initiate a Federal partnership with the Alpha-1 community
to achieve the following goals:

—Promotion of basic science and clinical research related to the AAT protein and

AAT Deficiency;

—Funding to attract and train the best young clinicians for the care of individuals

with AAT Deficiency;

—Support for outstanding established scientists to work on problems within the

field of AAT research;

—Development of effective therapies for the clinical manifestations of AAT Defi-

ciency;

—Expansion of awareness and targeted detection to promote early diagnosis and

treatment.

PREPARED STATEMENT OF THE ALZHEIMER’'S ASSOCIATION

Chairman Harkin, ranking member Specter and members of the subcommittee,
thank you for the opportunity to submit testimony regarding funding for key pro-
grams that address the enormous demographic and economic impact that Alz-
heimer’s disease presents to our society.

Last month, the Alzheimer’s Association released a comprehensive report indi-
cating that Alzheimer’s is much more pervasive than we thought. The report con-
firms that more than 5 million people in the United States are living with Alz-
heimer’s disease today, including 200,000 or more under the age of 65. This is a 10
percent increase from previous estimates, but it is only the tip of the iceberg. By
mid-century, as many as 16 million Americans will have the disease. We will see
half a million new cases of Alzheimer’s this year alone. That means someone in
America is developing Alzheimer’s disease every 72 seconds!

The report also sheds new light on dramatic shift in mortality among Americans.
A diagnosis of Alzheimer’s is a death sentence and death rates for Alzheimer’s a ris-
ing dramatically, up nearly 33 percent in just 4 years while other leading causes
of death—heart disease, stroke, breast and prostate cancer—are declining. Alz-
heimer’s is the seventh leading cause of death for people of all ages and the fifth
leading cause of death for people age 65 and older. The absence of effective disease
modifying drugs, coupled with the aging of the baby boomers, makes Alzheimer’s the
health care crisis of the 21st century.

Alzheimer’s already costs the Nation $148 billion a year. Medicare alone spent
$91 billion on beneficiaries with the disease in 2005 and Medicaid spent another $21
billion. By 2015 those two programs will be spending more than $210 billion just
on people with Alzheimer’s. The disease is also overwhelming health and long term
care systems: 25 percent of elderly hospital patients, 47 percent of nursing home
residents, and at least 50 percent of people in assisted living and adult day care
have Alzheimer’s or another dementia.

The impact of Alzheimer’s on American families is just as devastating. Today at
least 10 million family members provide unpaid care. In Iowa, these caregivers are
providing nearly 81 million hours of care a year; in Pennsylvania, almost 375 mil-
lion hours. Nationwide, the work Alzheimer caregivers are doing is valued at nearly
$83 billion and consumes 8.5 billion hours annually.

Alzheimer’s disease is exploding into an epidemic that will undermine all of our
best efforts to control health care costs, assure access to quality care, and protect
the retirement security of generations to come. This is the reality of Alzheimer’s dis-
ease. It is not a pretty picture. But it is a picture that we can change. Today, there
is real hope that we can get Alzheimer’s under control, that we will find the ways
to prevent millions from ever getting the disease, and that for those who do get it;
we can change it from a death sentence to a manageable chronic illness.
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Today, the Alzheimer research community can report genuine, tangible, quantifi-
able hope for effective prevention and treatment of Alzheimer’s disease. Within the
next 3 years, it is very likely that we will have disease-modifying drugs that could
fundamentally change the nature of Alzheimer’s. If we succeed, for millions of Amer-
icans, a diagnosis of Alzheimer’s disease will no longer be a death sentence but the
beginning of a manageable chronic illness.

The drugs being tested are very different from the ones now on the market. Cur-
rent drugs treat the symptoms of Alzheimer’s but leave the underlying disease un-
touched. While they do help some patients temporarily, the predictable progression
to death continues along the cruel path we know too well. The new drugs are de-
signed to attack the disease directly. Results to date are very encouraging. These
drugs are safe. Patients tolerate them well. And they appear to show significant
positive impact, slowing the progression of the disease. Higher doses or combination
drugs might arrest the process completely. One of the drugs currently in clinical
trials could go to the Food and Drug Administration for review as early as this fall.

The other exciting news is that scientists are rapidly gaining knowledge about ge-
netic and other risk factors of Alzheimer’s disease, and developing techniques to de-
tect early changes in the brain well before symptoms appear. These discoveries will
let the medical community identify persons at risk of Alzheimer’s, diagnose pre-
symptomatic disease, and begin treatment in time to prevent development of demen-
tia altogether.

All of this good news is the direct result of your decision to double funding for
the National Institutes of Health. The influx of resources moved Alzheimer research
from a backwater of obscurity to perhaps the single most visible, most competitive,
and most exciting field in the neurosciences. This is the key to drug discovery. Drug
development does not start or end with pharmaceutical companies. It begins at
NIH-funded laboratories at academic health centers, where scientists uncover the
molecular basis of disease, identify treatment strategies, and develop the research
methods and techniques that make clinical investigation possible. Clinical trials de-
pend on the expertise of NIH-funded investigators, and many require direct NIH
funding because the drugs under investigation are not protected by patent.

The emphasis on the fundamental role of NIH funding is critical because there
is still so much work to be done. We are right to be excited about treatments that
attack the amyloid plaques, one of the primary hallmarks of Alzheimer’s disease.
But they will not likely be the complete answer. Like cancer and heart disease, Alz-
heimer’s is a complex puzzle. Solving it will involve multiple strategies. There are
already a number of other potential targets for intervention—including the chemical
basis of the tangles in the brain that are the other hallmark of Alzheimer’s, the re-
lationship between heart and vascular disease and Alzheimer’s, the connection to
Type 2 diabetes, the role of nerve growth factors, and the interaction of environ-
ment, life style choices, and genetics in the development of disease.

If science can validate the prevailing wisdom about amyloid, and if researchers
can refine these other theories, then every major pharmaceutical company will begin
bringing new drugs into human clinical trials. That will not happen, however, un-
less Congress provides the funds to sustain the Alzheimer research enterprise. De-
spite its devastating consequences, research on Alzheimer’s disease remains seri-
ously under-funded.

In 2003, annual NIH funding of Alzheimer research peaked at $658 million. The
scientific community is living off the results of that investment, but we now risk
losing that momentum. Since 2003, there has been a slow, steady decline in fund-
ing—down to $643 million this year and even less if Congress approves the Presi-
dent’s fiscal 2008 budget request. In constant dollars, the drop is devastating—a 14
percent decline in overall funding at the National Institute on Aging (NIA) alone.

This is happening at a time when the scientific opportunities have never been
greater. There are more highly promising avenues of inquiry to explore than ever
before. And researchers now have research tools at their disposal, involving genetics
and imaging, that can help get better, quicker answers. But scientists cannot use
those tools without adding funds to existing projects.

The slow down in funding is already having an impact in the Alzheimer research
community. NIA is funding less than 18 percent of the most highly rated investi-
gator-initiated projects it receives—down from a 30 percent success rate in 2003.
What is more, the first-year grants that are awarded are funded at 18 percent below
the level recommended by NIA’s own independent review panels. There are no infla-
tionary adjustments in the out-years or for existing projects. This means that most
scientific opportunities are left on the table, and the successful ones are being seri-
ously under-funded. It also means that some of the most promising clinical trials—
the way to translate basic research findings into effective treatments—will be de-
layed or scrapped altogether. Conversations within the Alzheimer research commu-
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nity confirm that we are at risk of losing a generation of scientists, young investiga-
tors who are either choosing less traditional careers or are leaving research alto-
gether. These brilliant minds are our greatest resource, and we should be applying
them to our most difficult problems. Only money will bring them back.

These budget cuts are not just killing research projects. They are killing the
minds of millions of Americans. And they are killing our chances of getting health
care spending under control. If we let the disease continue on its current trajectory,
in less than 25 years Medicare will be spending almost $400 billion on 10 percent
of its beneficiaries—those with Alzheimer’s. That is almost as much as we are
spending in the entire Medicare program for all beneficiaries today.

We can cut that spending dramatically—saving over $50 billion annually—within
just 5 years of even modest breakthroughs that would delay the onset of Alzheimer’s
and slow its progression. And we can also save millions of families from devastation.
Within 20 years of a breakthrough, there would be 3.7 million fewer cases of Alz-
heimer’s in the United States than there are today—in spite of the rapid aging of
the baby boomers. And among those who would still develop the disease, most would
never progress beyond the mild stages of the disease and could continue to live pro-
ductively with their families in the community.

We cannot win this fight against Alzheimer’s without an all-out commitment from
Congress and from every relevant part of the Federal Government—especially NTH
and the Food and Drug Administration (FDA). The Alzheimer’s Association is work-
ing closely with all these agencies to maximize our mutual efforts within the limits
imposed by existing law and resources. We are proud of our longstanding partner-
ship with the National Institute on Aging and the tremendous commitment of Dr.
Richard Hodes and his dedicated staff. We are also gratified by the response of the
Food and Drug Administration to our Effective Treatments Initiative, to increase its
focus on Alzheimer’s and to bring patients and caregivers into the drug review proc-
ess.

Mr. Chairman and subcommittee members—we are in a race against time. With
every year that passes, we risk losing that race. The Alzheimer’s Association re-
spectfully requests that you provide sufficient resources for NIH in the fiscal year
2008 Labor/HHS/Education Appropriations bill so that funding for Alzheimer re-
search can be increased by $125 million. The Association also seeks continued sup-
port for proven programs that are serving hundreds of thousands of Alzheimer fami-
lies, including $1 million for the 24/7 Alzheimer’s Call Center and $12 million for
the Alzheimer’s Disease Matching Grants to States Program administered by the
Administration on Aging. Services provided by the Call Center include access to pro-
fessional clinicians who provide decision-making support, crisis assistance and edu-
cation on issues caregivers face every day. The Call Center also provides referrals
to local community programs and services. The Alzheimer’s Disease Matching
Grants to States Program provides funds to States for the development of innovative
and cost effective programs that influence broader healthcare systems and provide
community-based services for those with Alzheimer’s and their caregivers. The pro-
gram has a special emphasis on reaching hard-to-reach and underserved people
such as minorities, low income persons, and those living in rural/frontier commu-
nities. 38 States, including Iowa, are currently participating in the program.

In addition, we urge you to increase funding for the Centers for Disease Control
& Prevention (CDC) Brain Health Initiative to $3 million. Since fiscal year 2005,
Congress has provided approximately $1.6 million annually to the CDC to develop
and implement the first single-focused effort on brain health promotion. As a result
of this initial support, the CDC and the Alzheimer’s Association have begun collabo-
rating on a multi-faceted approach to brain health that includes both programmatic
and public health research components. This Initiative is currently focused on four
primary activities: development of a Roadmap to Maintaining Cognitive Health, im-
plementation of community demonstration programs, creation of communication
linkages with the public, and elevation of brain health research. Increasing support
for this Initiative to $3 million would allow for broader dissemination of the Road-
map to Maintaining Cognitive Health, provide funds to expand the community dem-
onstration projects to other high risk, underserved populations, specifically the His-
panic/Latino population and support the development of a strategic initiative for
early detection and secondary prevention of Alzheimer’s disease, including consider-
ation of appropriate screening/diagnostic tools, needed education strategies, and ap-
propriate follow up to diagnosis.

We urge Congress to add the funding we need to break through the finish line
ahead of the baby boomers who are nipping at our heels. The funding for Alzheimer
research and care programs that we seek requires a modest investment in total Fed-
eral budget terms but it has the potential for enormous returns—in reduced health
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and long-term care costs to Federal and State budgets and in improved quality of
life for millions of American families.
Thank you again for the opportunity to submit this testimony for the record.

PREPARED STATEMENT OF THE AMERICAN ACADEMY OF FAMILY PHYSICIANS

The 93,800 members of the American Academy of Family Physicians are grateful
for this opportunity to submit for the record our recommendations for Federal fiscal
year 2008 to the Senate Appropriations Subcommittee on Labor, Health and Human
Services, and Education.

The American Academy of Family Physicians (AAFP) is one of the largest national
medical organizations, representing family physicians, family medicine residents,
and medical students nationwide. Founded in 1947, our mission has been to pre-
serve and promote the science and art of family medicine and to ensure high-qual-
ity, cost-effective health care for patients of all ages. We believe that Federal spend-
ing policy can help to transform health care to achieve optimal health for everyone.

We recommend that, as an essential part of that policy, the fiscal year 2008 Ap-
propriations bill to fund the Departments of Labor, Health and Human Services and
Education should restore funding for health professions training programs, increase
our investment in the Agency for Healthcare Research and Quality and continue
support for rural health programs.

HEALTH RESOURCES & SERVICES ADMINISTRATION—HEALTH PROFESSIONS

For the last 40 years, the health professions training programs authorized under
Title VII of the Public Health Services Act have evolved in order to meet our Na-
tion’s changing health care workforce needs.

Section 747 of Title VII, the Primary Care Medicine and Dentistry Cluster, is
aimed at increasing the number of primary care physicians (family physicians, gen-
eral internists and pediatricians) as well as the number of highly-skilled health care
professionals to provide care to the underserved. Section 747 offers competitive
grants for family medicine training programs in medical schools and in residency
programs.

The value of these grants extends far beyond the medical schools that receive
them. The United States lags behind other countries in its focus on primary care.
However, the evidence shows that countries with primary care-based health systems
have population health outcomes that are better than those of the United States at
lower costs.! Health Professions Grants are one important tool to help refocus this
Nation’s health system on primary care.

Disease Prevention

First of all, Federal support of Title VII, section 747 for primary care training is
critical to increase the number of family physicians whose specialty emphasizes a
broad range of skills in caring for the whole patient regardless of age, gender or
medical condition. Primary care provided by family physicians looks to a patient’s
total health needs and is strongly oriented toward preventing illness and injury.

Chronic Care Management

Second, primary care is ideally suited to managing chronic disease. Regrettably,
nearly one in five Americans lacks access to primary medical care for regular and
on-going care. A recent study “found 56 million Americans of all income levels, race
and ethnicity, and insurance status have inadequate access to a primary care physi-
cian due to shortages of these physicians in their communities.” 2

Lower Costs

Americans with a “medical home” to provide primary care for such basic needs
as treating ear infections, controlling high blood pressure, or managing diabetes
have better health outcomes at a lower cost of care.?> Without adequate numbers
and distribution of primary care physicians, we cannot provide the quality of pre-
ventive care designed to avoid costlier services in hospital emergency departments.

1Starfield B, et al. The effects of specialist supply on populations’ health: assessing the evi-
dence. Health Affairs. 15 March 2005.

2National Association of Community Health Centers, The Robert Graham Center. Access De-
nied: A Look at America’s Medically Disenfranchised. March 2007.

3Ibid.
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Primary Care Physician Shortages

Support for family medicine training programs is needed to address insufficient
access to primary care services which is caused by both an overall shortage and an
uneven distribution of physicians. Family medicine is a critical part of the solution
to providing high-quality, affordable and accessible health care to everyone.

On March 15, 2007, the annual National Resident Matching Program announced
results showing the number of medical students choosing careers in family medicine
remains stagnant, raising concerns the primary care physician workforce will not
be adequate to meet the needs of an aging population with an increased prevalence
of chronic disease.

The AAFP’s 2006 Family Physician Workforce Reform report called for a work-
force of 139,531 family physicians, or a ratio of 41.6 family physicians per 100,000
U.S. population by 2020. To meet that demand, our medical education system must
produce 4,439 new family physicians annually.

In the 2007 National Resident Matching Program 2,313 applicants matched to
family medicine residency positions compared with 2,318 in 2006. Also down was
the total number and percentage of U.S. students who match to family medicine:
1,107 or 7.8 percent of participating U.S. graduates matched to family medicine this
year, compared to 1,132 or 8.1 percent in 2006. This year, there were 106 fewer fam-
ily medicine residency positions offered than in 2006.

Last fall, the AAFP Congress of Delegates, in recognition of the need for more
family physicians to meet the escalating health care needs of the American people,
called for preferential funding for section 747 as well as those training programs
that produce physicians from underrepresented minorities, or those whose grad-
ilates practice in underserved communities or serve rural and inner-city popu-
ations.

In opposition to funding for Health Professions Grants, the administration cited
an Office of Management and Budget 2002 Program Assessment Rating Tool
(PART) assessment of Title VII that called the program ineffective. In fact, data
show that medical schools and primary care residency programs funded by Title VII
section 747 do disproportionately serve as the medical education pipeline that pro-
duces physicians who go on to work in Community Health Centers and participate
in the National Health Service Corps to treat underserved populations.4

In order to achieve a valid OMB PART analysis, the Health Professions program
must be given clear goals and objectives. The Advisory Committee on Training in
Primary Care Medicine and Dentistry called for by the Health Professions Edu-
cation Partnership Act of 1998 has proposed steps to clarify, in the authorizing law,
the purpose and objectives of Title VII, section 747. AAFP is working with the au-
thorizing committees to ensure that the reauthorization addresses these rec-
ommendations.

Although the Title VII programs intended to support the preparation of an effec-
tive, diverse primary care workforce have been repeatedly targeted for elimination
in Presidential budget requests, the committee has provided appropriations for
these important accounts. The final spending resolution for fiscal year 2007 pro-
vided $184.75 million, a 27.2 percent increase above the fiscal year 2006 level for
all of Title VII. The Primary Medicine and Dentistry Cluster, section 747, received
an increase of 19.6 percent from the fiscal year 2006 level to $48.85 million. How-
ever, this level falls far short of the appropriation of $92 million provided in fiscal
year 2003.

The AAFP is committed to a high level of support for education in family medicine
re}s]idelncy programs and family medicine departments and divisions in medical
schools.

We hope that the committee will make an adequate investment in a well-prepared
primary care workforce in order to provide improved health care at a reduced cost.

AAFP recommends an increase in the fiscal year 2008 appropriation bill for the
Health Professions Training Programs authorized under Title VII of the Public
Health Services Act. We respectfully suggest that the committee provide at least
$300 million for Title VII, including $92 million for the section 747, the Primary
Care Medicine and Dentistry Cluster, which will restore this vital program to its
fiscal year 2003 level.

AGENCY FOR HEALTHCARE RESEARCH AND QUALITY

The mission of the Agency for Healthcare Research and Quality (AHRQ)—to im-
prove the quality, safety, efficiency, and effectiveness of health care for all Ameri-
cans—closely mirrors AAFP’s own mission. AHRQ has a unique responsibility for

4 University of California, San Francisco.
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research to inform decision-making and improve clinical care. In addition to AHRQ’s
charge to evaluate health care practice cost-effectiveness, the agency is engaged in
the effort to advance personalized health care with the Health Information Tech-
nology Initiative.

Health Information Technology

The initial work by AHRQ to facilitate the adoption of health information tech-
nology is important to improve patient safety by reducing medical errors and to
avoid costly duplication of services. AAFP recognizes that health information tech-
nology, used effectively, can transform health care. It is vital that AHRQ, as the
lead Federal agency, have the necessary resources to promote standards for port-
ability and interoperability which ensure that health data is appropriately available
and privacy protected.

Comparative Clinical Effectiveness Research

According to the Centers for Medicare and Medicaid Services’ National Health
Statistics Group, health care spending will double to $4.1 trillion and account for
20 percent of every dollar spent by 2016. Our Nation must invest in the study of
health care practice in order to improve outcomes and minimize unnecessary costs.
One important tool to accomplish this is AHRQ’s analysis of clinical effectiveness
and appropriateness of health services and treatments. This practical research will
improve Federal programs such as Medicare, Medicaid and SCHIP as well as pri-
vately-financed health care.

AAFP recommends an increase in the fiscal year 2008 appropriation bill for the
Agency for Healthcare Research and Quality (AHRQ). We respectfully suggest that
the committee provide at least $350 million for AHRQ, an increase of $31 million
above the fiscal year 2007 level.

RURAL HEALTH PROGRAMS

Family physicians provide the majority of care for America’s underserved and
rural populations.5 Despite efforts to meet shortages in rural areas, there continues
to be a shortage of physicians. Studies, whether they be based on the demand to
hire physicians by hospitals and physician groups or based on the number of indi-
viduals per physician in a rural area, all indicate a need for additional physicians
in rural areas. Continued funding for rural programs is vital to provide adequate
health care services to America’s rural citizens. We support the Federal Office of
Rural Health Policy; Area Health Education Centers; the Community and Migrant
Health Center Program; and the NHSC. State rural health offices, funded through
the National Health Services Corps budget, help States implement these programs
so that rural residents benefit as much as urban patients.

PREPARED STATEMENT OF THE AMERICAN ACADEMY OF PEDIATRICS

This statement is endorsed by: Ambulatory Pediatric Association and Society for
Adolescent Medicine.

There can be no denying that there have been numerous and significant successes
in improving the health and well-being of America’s children and adolescents, from
even just decades ago. Infant and child mortality rates have been radically lowered.
The number of 2-year-olds who have received the recommended series of immuniza-
tions is at an all-time high, while vaccine-preventable diseases such as measles, per-
tussis, and diphtheria have decreased by over 98 percent. Teen pregnancy rates
have declined by 28 percent over the last decade. Still, despite these successes, far
too many children and adolescents in America continue to suffer from disease, in-
jury, abuse, racial and ethnic health disparities, or lack of access to quality care.
In addition, more than 9 million children and adolescents through the age 18 re-
main uninsured. Clearly there remains much work to do.

As clinicians we not only diagnose and treat our patients, we must also promote
strong preventive interventions to improve the overall health and well-being of all
infants, children, adolescents and young adults. The AAP, SAM and APA have iden-
tified three key priorities within this committee’s jurisdiction that are at the heart
of improving the health and well-being of America’s children and adolescents: access
to health care, quality of health care, and immunizations. A chart at the end of this

5U.S. Department of Health and Human Services, Centers for Disease Control and Preven-
tion, National Center for Health Statistics, Division of Data Services. National ambulatory med-
ical care survey.
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statement will offer funding recommendations for other programs of importance to
the child and adolescent community.

ACCESS

We believe that all children, adolescents and young adults should have full access
to comprehensive, age-appropriate, quality health care. From the ability to receive
primary care from a pediatrician trained in the unique needs of children and adoles-
cents, to timely access, to pediatric medical subspecialists and pediatric surgical spe-
cialists, America’s children and adolescents deserve access to quality pediatric care
in a medical home. Given the recent cuts to the Medicaid program and fiscal belt-
tightening in the States, discretionary programs now more than ever provide a vital
health care safety net for America’s most vulnerable children and youth.

Maternal and Child Health Block Grant—The Maternal and Child Health (MCH)
Block Grant Program at the Health Resources and Services Administration (HRSA)
is the only Federal program exclusively dedicated to improving the health of all
mothers and children. Nationwide, the MCH Block Grant Program provides preven-
tive and primary care services to over 32 million women, infants, children, adoles-
cents and children with special health care needs. In addition, the MCH Block
Grant Program supports community programs around the country in their efforts
to reduce infant mortality, prevent injury and violence, expand access to oral health
care, and address racial and ethnic health disparities. Moreover, the MCH Block
Grant Program includes efforts dedicated to addressing interdisciplinary training,
services and research for adolescents’ physical and mental health care needs, and
supports programs for vulnerable adolescent populations, including health care ini-
tiatives for incarcerated and minority adolescents, and violence and suicide preven-
tion. It also plays an important role in the implementation of the State Children’s
Health Insurance Program (SCHIP). One of the many successful MCH Block Grant
programs is the Healthy Tomorrows Partnership for Children Program, a public/pri-
vate collaboration between the MCH Bureau and the American Academy of Pediat-
rics. Established in 1989, Healthy Tomorrows has supported over 150 family-cen-
tered, community-based initiatives in almost all States, including Ohio, Wisconsin,
New York, California, Rhode Island, and Maryland. These initiatives have ad-
dressed issues such as access to oral and mental health care, obesity, injury preven-
tion, and enhanced clinical services for chronic conditions such as asthma. To con-
tinue to foster these and other community-based solutions for local health problems,
in fiscal year 2008 we strongly support an increase in funding for the MCH Block
Grant Program to $750 million.

Family Planning Services.—The family planning program, Title X of the Public
Health Services Act, ensures that all teens have confidential access to valuable fam-
ily planning resources. For every dollar spent on family planning through Title X,
$3 is saved in pregnancy-related and newborn care costs to Medicaid. Title X—
which does not provide funding for abortion services—provides critically needed pre-
ventive care services like pap tests, breast exams, and STI tests to millions of ado-
lescents and women. But over 9.5 million cases of sexually transmitted infection
(STIs) (almost half the total number) are in 15-24 year olds, and over 30 percent
of women will become pregnant at least once before age 20. Teen pregnancy rates
continue to vary between racial and ethnic groups, and nearly half (48 percent) of
all teens say that they want more information from—and increased access to—sex-
ual health care services. Responsible sexual decision-making, beginning with absti-
nence, is the surest way to protect against sexually transmitted infections and preg-
nancy. However, for adolescent patients who are already sexually active, confiden-
tial contraceptive services, screening and prevention strategies should be available.
We therefore support a funding level in fiscal year 2008 of $385 million for Title
X of the Public Health Service Act.

Mental Health.—It is estimated that over 13 million children and adolescents
have a mental health problem such as depression, ADHD, or an eating disorder, and
for as many as 6 million this problem may be significant enough to impact school
attendance, interrupt social interactions, and disrupt family life. Despite these sta-
tistics, the National Institute of Mental Health (NIMH) estimates that 75-80 per-
cent of these children fail to receive mental health specialty services, due to stigma
and the lack of affordability of care and availability of specialists. Grants through
the Children’s Mental Health Services program have been instrumental in achieving
decreased utilization of inpatient services, improvement in school attendance and
lower law enforcement contact for children and adolescents. We recommend that
$112 million be allocated in fiscal year 2008 for the Mental Health Services for Chil-
dren program to continue these improvements for children and adolescents with
mental health problems.
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Child Abuse and Neglect.—Recent research from the CDC’s Adverse Childhood
Experiences study and others demonstrates that childhood trauma may contribute
significantly to the development of numerous adult health conditions, including alco-
holism, drug abuse, heart disease and more. However, few Federal resources are
dedicated to bringing the medical profession into full partnership with law enforce-
ment, the judiciary, and social workers, in preventing, detecting, and treating child
abuse and neglect. We urge the subcommittee to provide an increase of $10 million
in fiscal year 2008 for the Center for Disease Control and Prevention’s National
Center for Injury Prevention and Control to establish a network of consortia to link
and leverage health care professionals and resources to address—and ultimately
prevent—child maltreatment. We also support the recommendation of the National
Child Abuse Coalition to fund the Child Abuse Prevention and Treatment Act pro-
gram at $200 million.

Health Professions Education and Training.—Critical to building a pediatric
workforce to care for tomorrow’s children and adolescents are the Training Grants
in Primary Care Medicine and Dentistry, found in Title VII of the Public Health
Service Act. These grants are the only Federal support targeted to the training of
primary care professionals. They provide funding for innovative pediatric residency
training, faculty development and post-doctoral programs throughout the country.
For example, a pediatrician in New Jersey stated the following: “Reduction in Title
VII funding would negatively impact all areas of our current activities, including re-
cruitment of under-represented minority trainees and faculty, cultural competency
initiatives, clinical experiences for aspiring health professionals and patient care for
thousands of underserved urban infants, children and adolescents.”

Through the continuing efforts of this subcommittee, Title VII has provided a vital
source of funding for critically important programs that educate and train tomor-
row’s generalist pediatricians in a variety of settings to be culturally competent and
to meet the special health care needs of their communities. We recommend fiscal
year 2008 funding of at least $40 million for General Internal Medicine/General Pe-
diatrics. We also join with the Health Professions and Nursing Education Coalition
in supporting an appropriation of at least $550 million in total funding for Titles
VII and VIII. We support the administration’s increase in funding for Community
Health Centers, a key component with Title VII to ensuring an adequate distribu-
tion of health care providers across the country; but we emphasize the need for con-
tinued support of the training and education opportunities through Title VII for
health care professionals, including pediatricians, who provide care for our Nation’s
communities.

Independent Children’s Teaching Hospitals.—Equally important to the future of
pediatric education and research is the dilemma faced by independent children’s
teaching hospitals. In addition to providing critical care to the Nation’s children,
independent children’s hospitals play a significant role in training tomorrow’s pedia-
tricians and pediatric subspecialists. Children’s hospitals train 30 percent of all pe-
diatricians, half of all pediatric subspecialists, and the majority of pediatric re-
searchers. However, children’s hospitals qualify for very limited Medicare support,
the primary source of funding for graduate medical education in other inpatient en-
vironments. As a bipartisan Congress has recognized in the last several years, equi-
table funding for Children’s Hospitals Graduate Medical Education (CHGME) is
needed to continue the education and research programs in these child- and adoles-
cent-centered settings. Since 2000, CHGME hospitals accounted for nearly 87 per-
cent of the growth in pediatric subspecialty training programs and 68 percent of the
growth in pediatric subspecialty fellows trained. We are extremely disappointed in
the 63 percent reduction in funding proposed by the administration for the CHGME
program, and join with the National Association of Children’s Hospitals to restore
funding to $330 million for the CHGME program in fiscal year 2007. The support
for independent children’s hospitals should not come, however, at the expense of val-
uable Title VII and VIII programs, including grant support for primary care train-
ing.

QUALITY

Access to health care is only the first step in protecting the health of all children
and youth. We must ensure that the care provided is of the highest quality. Robust
Federal support for the wide array of quality improvement initiatives, including re-
search, is needed if this goal is to be achieved.

Emergency Services for Children.—One program that assists local communities in
providing quality care to children in distress is the Emergency Medical Services for
Children (EMSC) grant program. There are approximately 30 million child and ado-
lescent visits to the Nation’s emergency departments every year. Children under the
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age of 3 years account for most of these visits. Up to 20 percent of children needing
emergency care have underlying medical conditions such as asthma, diabetes, sickle-
cell disease, low birth weight, and bronchopulmonary dysplasia. In 2006, the Insti-
tute of Medicine’s report Emergency Care for Children: Growing Pains acknowl-
edged the many achievements of the EMSC program in improving pediatric emer-
gency care and recommended that it be funded at $37.5 million. In order to assist
local communities in providing the best emergency care to children, we once again
reject the administration’s proposed elimination of the EMSC program and strongly
urge that the EMSC program be maintained and adequately funded at $25 million
in fiscal year 2008

Agency for Healthcare Research and Quality.—Quality of care rests on quality re-
search—for new detection methods, new treatments, new technology and new appli-
cations of science. As the lead Federal agency on quality of care research, the Agen-
cy for Healthcare Research and Quality (AHRQ) provides the scientific basis to im-
prove the quality of care, supports emerging critical issues in health care delivery
and addresses the particular needs of priority populations, such as children. Sub-
stantial gaps still remain in what we know about health care needs for children and
adolescents and how we can best address those needs. Children are often excluded
from research that could address these issues. The AAP and endorsing organizations
strongly support AHRQ’s objective to encourage researchers to include children and
adolescents as part of their research populations. We also support increasing
AHRQ’s efforts to build pediatric health services research capacity through career
and faculty development awards and strong practice-based research networks. Addi-
tionally, AHRQ is focusing on initiatives in community and rural hospitals to reduce
medical errors and to improve patient safety through innovative use of information
technology—an initiative that we hope would include children’s hospitals as well.
Through 1ts research and quality agenda, AHRQ continues to provide policymakers,
health care professionals and patients with critical information needed to improve
health care and health disparities. We join with the Friends of AHRQ to recommend
funding of $350 million for AHRQ in fiscal year 2008.

National Institutes of Health.—Over the years, NIH has made dramatic strides
that directly impact the quality of life for infants, children and adolescents through
biomedical and behavioral research. For example, NIH research has led to success-
fully decreasing infant death rates by over 70 percent, increasing the survival rates
from respiratory distress syndrome, and dramatically reducing the transmission of
HIV from infected mother to fetus and infant from 25 percent to just 1.5 percent.
NIH is engaged in a comprehensive research initiative to address and explain the
reasons for a major public health dilemma—the increasing number of obese and
overweight children and adults in this country. Today U.S. teenagers are more over-
weight than young people in many other developed countries. And the Newborn
Screening Initiative is moving forward to improve availability, accessibility, and
quality of genetic tests for rare conditions that can be uncovered in newborns. The
pediatric community applauds the prior commitment of Congress to maintain ade-
quate funding for the NIH. We remain concerned, however, that the cumulative ef-
fect of several years of flat funding will stall or even set back the gains that were
made under the years of the NIH’s budget doubling. We urge you to begin to restore
the funding lost over these last years. We support the recommendation of the Ad
Hoc Group for Medical Research for a funding level in fiscal year 2008 of $30.8 bil-
lion an increase of 6.7 percent over the fiscal year 2007 joint resolution for the NIH
In addition, to ensure ongoing and adequate child and adolescent focused research,
such as the National Children’s Study (NCS) led by the National Institute for Child
Health and Human Development (NICHD), we join with the Friends of NICHD Coa-
lition in requesting $1,337.8 billion in fiscal year 2008. Moreover we recommend
that the NCS be adequately funded in fiscal year 2008 at $110.9 million to allow
for the continued implementation of the NCS and bring us closer to the first results
from this landmark study. We are greatly disappointed by the administration’s fail-
ure to include the NCS in its budget proposal 2008. This large longitudinal study,
authorized in the Children’s Health Act of 2000, will provide critical research and
information on major causes of childhood illnesses such as premature birth, asthma,
obesity, preventable injury, autism, development delay, mental illness, and learning
disorders.

We commend this committee’s ongoing efforts to make pediatric research a pri-
ority at the highest level of the NIH. We urge continued Federal support of NIH
efforts to increase pediatric biomedical and behavioral research, including such
proven programs as targeted training and education opportunities and loan repay-
ment. We recommend continued interest in and support for the Pediatric Research
Initiative in the Office of the NIH Director and sufficient funding to continue the
pediatric training grant and pediatric loan repayment programs both enacted in the
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Children’s Health Act of 2000. This would ensure that we have adequately trained
pediatric researchers in multiple disciplines that will not come at the expense of
other important programs.

Finally, as clinicians, we know first-hand the considerable benefits for children
and society in securing properly studied and dosed medications. Proper pediatric
safety and dosing information reduces medical errors and adverse events, ultimately
improving children’s health and reducing health care costs. But there is little mar-
ket incentive for drug companies to study generic or off-patent drugs—older drugs
that are widely used therapies for children. The Research Fund for the Study of
Drugs, created as part of the Best Pharmaceuticals for Children Act of 2002, pro-
vides support for these critical pediatric testing needs, but unfortunately is cur-
rently funded at an amount sufficient to test only a fraction of the NIH and FDA-
designated “priority” drugs. Therefore, we urge the subcommittee to provide the
NIH with sufficient funding to fund the study of generic (off-patent) drugs for pedi-
atric use.

IMMUNIZATION

Pediatricians, working alongside public health professionals and other partners,
have brought the United States its highest immunization coverage levels in his-
tory—over 92 percent of children received all vaccinations by school age in 2004—
2005. We attribute this, in part, to the Vaccines for Children (VFC) Program, and
encourage Congress to maintain its commitment to ensuring the program’s viability.
The VFC program combines the efforts of public health and private pediatricians
and other health care professionals to accomplish and sustain vaccine coverage goals
for both today’s and tomorrow’s vaccines. It removes vaccine cost as a barrier to im-
munization for some and reinforces the concept of vaccine delivery in a “medical
home.” Additional section 317 funding is necessary to provide the pneumococcal con-
jugate vaccine (PCV-7), a vaccine that prevents an infection of the brain covering,
blood infections and approximately 7 million ear infections a year, to those remain-
ing States that currently do not provide it. Increased section 317 funding also is
needed to purchase the influenza vaccine—now recommended for children between
the ages of 6 months and 5 years of age. This age cohort is increasingly susceptible
to serious infection and the risk of hospitalization. And an increase in funding is
needed to purchase the recently recommended rotavirus vaccine, tetanus-diptheria-
pertussis (Tdap) vaccine for adolescents and the meningococcal conjugate vaccine
(MCV). Meningococcal disease is a serious illness, caused by bacteria, with 10-15
percent of cases fatal and another 10-15 percent of cases resulting in permanent
hearing loss, mental retardation, or loss of limbs. And additional funding is impor-
tant to provide the HPV vaccine recommended by the ACIP.

The public health infrastructure that now supports our national immunization ef-
forts must not be jeopardized with insufficient funding. For example, adolescents
continue to be adversely affected by vaccine-preventable diseases (e.g., chicken pox,
hepatitis B, measles and rubella). Comprehensive adolescent immunization activi-
ties at the national, State, and local levels are needed to achieve national disease
elimination goals. States and communities continue to be financially strapped and
therefore, many continue to divert funds and health professionals from routine im-
munization clinics in order to accommodate anti-bioterrorism initiatives or now pan-
demic influenza. Moreover, continued investment in the CDC’s immunization activi-
ties must be made to avoid the reoccurrence of childhood vaccine shortages by pro-
viding and adequately funding a national 6 month stockpile for all routine childhood
vaccines—stockpiles of sufficient size to insure that significant and unexpected
interruptions in manufacturing do not result in shortages for children.

While the ultimate goal of immunizations clearly is eradication of disease, the im-
mediate goal must be prevention of disease in individuals or groups. To this end,
we strongly believe that CDC’s efforts must be sustained. In fiscal year 2008, we
recommend an overall increase in funding to $802.4 million $257.5 million over the
President’s request to ensure that the CDC’s National Immunization Program has
the funding necessary to accommodate vaccine price increases, new disease prevent-
able vaccines coming on the market, global immunization initiatives—including
funds for polio eradication and the elimination of measles and rubella—and to con-
tinue to implement the recommendations developed by the IOM.

CONCLUSION

We appreciate the opportunity to provide our recommendations for the coming fis-
cal year. As this subcommittee is once again faced with difficult choices and mul-
tiple priorities we know that as in the past years, you will not forget America’s chil-
dren and adolescents.
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PREPARED STATEMENT OF THE AMERICAN ACADEMY OF PHYSICIAN ASSISTANTS

On behalf of the more than 60,000 clinically practicing physician assistants in the
United States, the American Academy of Physician Assistants is pleased to submit
comments on fiscal year 2008 appropriations for Physician Assistant (PA) edu-
cational programs that are authorized through Title VII of the Public Health Service
Act.

A member of the Health Professions and Nursing Education Coalition (HPNEC),
the Academy supports the HPNEC recommendation to provide at least $300 million
for Title VII programs in fiscal year 2008, including a minimum of $7 million to sup-
port PA educational programs. This would fund the programs at the 2005 funding
level, not accounting for inflation.

The Academy believes that the recommended restoration in funding for Title VII
health professions programs is well justified. A review of PA graduates from 1990-
2004 reveals that graduates from Title VII supported programs were 67 percent
more likely to be from underrepresented minority backgrounds and 49 percent more
likely to work in a Rural Health Clinic than graduates of programs that weren’t
supported by Title VII funding.

Title VII safety net programs are essential to the training of primary health care
professionals and provide increased access to care by promoting health care delivery
in medically underserved communities. Title VII funding for PA programs is espe-
cially important since it is the only Federal funding available to these programs, on
a competitive application basis.

The Academy is extremely concerned with the administration’s proposal to elimi-
nate funding for most Title VII programs, including training programs in primary
care medicine and dentistry. These programs are designed to help meet the health
care delivery needs of the Nation’s Health Professional Shortage Areas (HPSAs). By
definition, the Nation’s more than 5,500 HPSAs experience shortages in the primary
care workforce that the market alone can’t address. In addition, the Health Re-
sources and Services Administration (HRSA) predicts that there will be a need for
over 11,000 health care professionals to implement the President’s Community
Health Center (CHC) Initiative. The increased funding for these CHCs will provide
medical care to approximately 6 million people in the United States. Title VII serves
as crucial funding for the pipeline of health professionals that serve CHCs today.

We wish to thank the members of this subcommittee for your historical role in
supporting funding for the health professions programs, and we hope that we can
count on your support to restore funding to these important programs in fiscal year
2008 to the fiscal year 2005 funding level.

OVERVIEW OF PHYSICIAN ASSISTANT EDUCATION

The typical PA program consists of 26 months of instruction, and the typical stu-
dent has a bachelor’s degree and about 4 years of prior health care experience. The
first phase of the program consists of more than 400 hours in classroom and labora-
tory instruction in the basic sciences, over 75 hours in pharmacology, approximately
175 hours in behavioral sciences, and almost 580 hours of clinical medicine.

The second year of PA education consists of clinical rotations, which typically in-
cludes more than 2,000 hours or 50-55 weeks of clinical education, divided between
primary care medicine and various specialties. During clinical rotations, PA stu-
dents work directly under the supervision of physician preceptors, participating in
the full range of patient care activities, including patient assessment and diagnosis,
development of treatment plans, patient education, and counseling. All PA edu-
cational programs are accredited by the Accreditation Review Commission on Edu-
cation for the Physician Assistant.

After graduation from an accredited PA program, physician assistants must pass
a national certifying examination jointly developed by the National Board of Medical
Examiners and the independent National Commission on Certification of Physician
Assistants. To maintain certification, PAs must log 100 continuing medical edu-
cation credits every 2 years, and they must take a recertification exam every 6
years.

PHYSICIAN ASSISTANT PRACTICE

Physician assistants are licensed health care professionals educated to practice
medicine as delegated by and with the supervision of a physician. In all States, phy-
sicians may delegate to PAs those medical duties that are within the physician’s
scope of practice and the PA’s training and experience and are allowed by law. Phy-
sicians may also delegate prescriptive privileges to the PAs they supervise. PAs are
located in almost all health care settings and medical and surgical specialties. Six-
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teen percent of all PAs practice in non-metropolitan areas where they may be the
only full-time providers of care (State laws stipulate the conditions for remote super-
vision by a physician). Approximately 48 percent of PAs work in urban and inner
city areas. Approximately 38 percent of PAs are in primary care. In 2006, an esti-
mated 231 million patient visits were made to PAs and approximately 286 million
medications were prescribed or recommended by PAs.

CRITICAL ROLE OF TITLE VII PUBLIC HEALTH SERVICE ACT PROGRAMS

A growing number of Americans lack access to primary care either because they
are uninsured, underinsured, or they live in a community with an inadequate sup-
ply or distribution of providers. The growth in the uninsured U.S. population in-
creased from approximately 32 million in the early 1990s to almost 47 million today.
The role of Title VII programs is to alleviate these problems by supporting edu-
cational programs that train more health professionals in fields experiencing short-
ages, improving the geographic distribution of health professionals, and increasing
access to care in underserved communities.

Title VII programs are the only Federal educational programs that are designed
to address the supply and distribution imbalances in the health professions. Since
the establishment of Medicare, the costs of physician residencies, nurse training,
and some allied health professions training have been paid through Graduate Med-
ical Education (GME) funding. However, GME has never been available to support
PA education. Furthermore, GME was not intended to generate a supply of pro-
viders who are willing to work in the Nation’s medically underserved communities.
That is the purpose of the Title VII Public Health Service Act programs.

In addition, as evidence indicates that race and ethnicity correlate to persistent
health disparities among U.S. populations, it is essential to increase the diversity
of health care professionals. Title VII programs seek to recruit students who are
from underserved minority and disadvantaged populations. This is particularly im-
portant, as studies have found that those from disadvantaged regions of the country
are three to five times more likely to return to underserved areas to provide care.

TITLE VII SUPPORT OF PA EDUCATIONAL PROGRAMS

Targeted Federal support for PA educational programs is authorized through sec-
tion 747 of the Public Health Service Act. The program was reauthorized in the
105th Congress through the Health Professions Education Partnerships Act of 1998,
Public Law 105-392, which streamlined and consolidated the Federal health profes-
sions education programs. Support for PA education is now considered within the
broader context of training in primary care medicine and dentistry.

Public Law 105-392 reauthorized awards and grants to schools of medicine and
osteopathic medicine, as well as colleges and universities, to plan, develop, and oper-
ate accredited programs for the education of physician assistants with priority given
to training individuals from disadvantaged communities. The funds ensure that PA
students from all backgrounds have continued access to an affordable education and
encourage PAs, upon graduation, to practice in underserved communities. These
goals are accomplished by funding PA educational programs that have a dem-
onstrated track record of (1) placing PA students in health professional shortage
areas; (2) exposing PA students to medically underserved communities during the
clinical rotation portion of their training; and (3) recruiting and retaining students
who are indigenous to communities with unmet health care needs.

The PA programs’ success is linked to their ability to creatively use Title VII
funds to enhance existing educational programs. For example, PA programs in
Texas use Title VII funds to create new clinical rotation sites in rural and under-
served areas, including new sites in border communities, and to establish non-clin-
ical rural rotations to help students understand the challenges faced by rural com-
munities. One Texas program uses Title VII funds for the development of Web based
and distant learning technology, so students can remain at clinical practice sites.
A PA program in New York, where over 90 percent of the students are ethnic mi-
norities, uses Title VII funding to focus on primary care training for underserved
urban populations by linking with community health centers, which expands the
pool of qualified minority role models that engage in clinical teaching, mentoring,
and preceptorship for PA students. Several other PA programs have been able to
use Title VII grants to leverage additional resources to assist students with the
added costs of housing and travel that occur during relocation to rural areas for clin-
ical training.

Without Title VII funding, many of these special PA training initiatives would not
be possible. Institutional budgets and student tuition fees simply do not provide suf-
ficient funding to meet the special, unmet needs of medically underserved areas or
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disadvantaged students. The need is very real, and Title VII is critical in meeting
that need.

NEED FOR INCREASED TITLE VII SUPPORT FOR PA EDUCATIONAL PROGRAMS

Increased Title VII support for educating PAs to practice in underserved commu-
nities is particularly important given the market demand for physician assistants.
Without Title VII funding to expose students to underserved sites during their
training, PA students are far more likely to practice in the communities where they
were raised or attended school. Title VII funding is a critical link in addressing the
natural geographic maldistribution of health care providers by exposing students to
underserved sites during their training, where they frequently choose to practice fol-
lowing graduation. Currently, 31 percent of PAs met their first clinical employer
through their clinical rotations.

The supply of physician assistants is inadequate to meet the needs of society, and
the demand for PAs is expected to increase. A 2006 article in the Journal of the
American Medical Association (JAMA) concluded that the Federal Government
should augment the use of physician assistants as physician substitutes, particu-
larly in urban CHCs where the proportional use of physicians is higher. The article
suggested that this could be accomplished by adequately funding Title VII pro-
grams. Additionally, the Bureau of Labor Statistics projects that the number of
available PA jobs will increase 49 percent between 2004 and 2014. Title VII funding
has provided a crucial pipeline of trained PAs to underserved areas.

Despite the increased demand for PAs, funding has not proportionately increased
for Title VII programs that are designed to educate and place PAs in underserved
communities. Nor has Title VII support for PA education kept pace with increases
in the cost of educating PAs. A review of PA program budgets from 1984 through
2004 indicates an average annual increase of 7 percent, a total increase of 256 per-
cent over the past 20 years, yet Federal support has decreased.

RECOMMENDATIONS ON FISCAL YEAR 2008 FUNDING

The American Academy of Physician Assistants urges members of the Appropria-
tions Committee to consider the inter-dependency of all public health agencies and
programs when determining funding for fiscal year 2008. For instance, while it is
important to fund clinical research at the National Institutes of Health (NIH) and
to have an infrastructure at the Centers for Disease Control and Prevention (CDC)
that ensures a prompt response to an infectious disease outbreak or bioterrorist at-
tack, the good work of both of these agencies will go unrealized if HRSA is inad-
equately funded. HRSA administers the “people” programs, such as Title VII, that
bring the results of cutting edge research at NIH to patients through providers such
as PAs who have been educated in Title VII-funded programs. Likewise, training
is the key to emergency preparedness, and Title VII, section 747, is the ideal mecha-
nism for educating primary care providers in public health competencies that en-
sures the CDC has an adequate supply of health care providers to report, track, and
contain disease outbreaks.

The Academy respectfully requests that Title VII health professions programs re-
ceive $300 million in funding for fiscal year 2008, including a minimum of $7 mil-
lion to support PA educational programs. Thank you for the opportunity to present
the American Academy of Physician Assistants’ views on fiscal year 2008 appropria-
tions.

PREPARED STATEMENT OF THE AMERICAN ASSOCIATION FOR CANCER RESEARCH
EXECUTIVE SUMMARY

The American Association for Cancer Research (AACR) would like to thank Mem-
bers for their support of National Institutes of Health (NIH) and National Cancer
Institute (NCI) research on the biology, treatment and prevention of the more than
200 diseases called cancer. The AACR, with more than 25,000 members worldwide,
represents and supports scientists by publishing respected, peer-reviewed scientific
journals, hosting international scientific conferences, and awarding millions of dol-
lars in research grants. Together, we have made great strides in the war on cancer,
but much remains to be done. One in four deaths in America this year will be
caused by cancer. Cancer-related deaths will increase dramatically as the baby boom
generation ages, and we must be prepared to prevent, treat, and manage the im-
pending wave of new cancers.

Cancer is no longer a death sentence thanks to decades of research and develop-
ment made possible by strong commitments from Congress and the American peo-
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ple, but now that commitment is wavering. After expanding capacity during the
NIH budget doubling, researchers at hospitals and universities across the country
now face shrinking budgets. Promising young researchers, unable to secure grants,
turn to other careers. This disruption of the research pipeline will slow the develop-
ment of new treatments and set back America’s biomedical leadership for decades
to come.

We are at the vanguard of a revolution in healthcare, where personalized treat-
ment will improve health, reduce harmful side effects, and lower costs. We have the
opportunity to build upon our previous investments and accelerate the research
process. Now is the time to face the Nation’s growing healthcare needs, reaffirm our
role as world leaders in science, and renew our commitment to the research and de-
velopment that brings hope to millions of suffering Americans. The AACR urges the
U.S. Senate to support the following appropriations funding levels for cancer re-
search in fiscal year 2008:

—$30.8 billion for the National Institutes of Health, a 6.7 percent increase over

fiscal year 2007.

—$5.8 billion for the National Cancer Institute (the NCI Professional Judgment
budget level), or, at a minimum, $5.1 billion, a 6.7 percent increase over fiscal
year 2007.

The American Association for Cancer Research (AACR) recognizes and expresses
its thanks to the United States Congress for its longstanding support and commit-
ment to funding cancer research. The completion of the 5-year doubling of the budg-
et of the National Institutes of Health (NIH) in 2003 was a stunning accomplish-
ment that is already showing impressive returns and benefits to patients with can-
cer. Recently, however, budgets for cancer research have declined; this commitment
appears to be wavering. Budget doubling enabled a significant expansion of infra-
s}tlructure and scientific opportunities. Budget cuts prevent us from capitalizing on
them.

Unquestionably, the Nation’s investment in cancer research is having a remark-
able impact. Cancer deaths in the United States have declined for the second year
in a row. Last year’s decline was the first such decrease in the total number of an-
nual cancer deaths since 1930 when record-keeping began. This progress occurred
in spite of an aging population and the fact that more than three-quarters of all
cancers are diagnosed in individuals aged 55 and older. Yet this good news will not
continue without sustained and substantial Federal funding for critical cancer re-
search priorities. The American Association for Cancer Research joins the broader
biomedical research community in urging the United States Senate to support the
following appropriations funding levels for cancer research in fiscal year 2008:

—$30.8 billion for the National Institutes of Health, a 6.7 percent increase over
fiscal year 2007.

—$5.8 billion for the National Cancer Institute (the NCI Professional Judgment
budget level), or, at a minimum, $5.1 billion, a 6.7 percent increase over fiscal
year 2007.

AACR: FOSTERING A CENTURY OF RESEARCH PROGRESS

The American Association for Cancer Research has been moving cancer research
forward since its founding 100 years ago in 1907. Celebrating its Centennial Year,
the AACR and its more than 25,000 members worldwide strive tirelessly to carry
out its important mission to prevent and cure cancer through research, education,
and communication. It does so by:

—fostering research in cancer and related biomedical science;

—accelerating the dissemination of new research findings among scientists and

others dedicated to the conquest of cancer;

—promoting science education and training; and

—advancing the understanding of cancer etiology, prevention, diagnosis, and

treatment throughout the world.

FACING AN IMPENDING CANCER “TSUNAMI”

Over the past 100 years, enormous progress has been made toward the conquest
of the Nation’s second most lethal disease (after heart disease). Thanks to discov-
eries and developments in prevention, early detection, and more effective treat-
ments, many of the more than 200 diseases called cancer have been cured or con-
verted into manageable chronic conditions while preserving quality of life. The 5-
year survival rate for all cancers has improved over the past 30 years to more than
65 percent. The completion of the doubling of the NIH budget in 2003 is bearing
fruit as many new and promising discoveries are unearthed and their potential real-
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ized. However, there is much left to be done, especially for the most lethal and rarer
forms of the disease.

We recognize that the underlying causes of the disease and its incidence have not
been significantly altered. The fact remains that men have a 1 in 2 lifetime risk
of developing cancer, while women have a 1 in 3 lifetime risk. The leading cancer
sites in men are the prostate, lung and bronchus, and colon and rectum. For women,
the leading cancer sites are breast, lung and bronchus, and colon and rectum. And
cancer still accounts for 1 in 4 deaths, with more than 564,830 people expected to
die from their cancer in 2006. Age is a major risk factor—this Nation faces a virtual
“cancer tsunami” as the baby boomer generation reaches age 65 in 2011. A renewed
commitment to progress in cancer research through leadership and resources will
be essential to dodge this cancer crisis.

FEDERAL INVESTMENT FOR LOCAL BENEFIT

Nearly half of the NCI budget is allocated to research project grants that are
awarded to outside scientists who work at local hospitals and universities through-
out the country. More than 5,400 research grants are funded at more than 150 can-
cer centers and specialized research facilities located in 49 States. Over half the
States receive more than $15 million in grants and contracts to institutions located
within their borders. Many AACR member scientists are engaged in this rewarding
work. But too many of them have had their long-term research jeopardized by grant
reductions caused by the flat and declining overall funding for the NCI since 2003.
The AACR recommends, at a minimum, a 6.7 percent increase in funding for the
National Cancer Institute to enable it to continue and expand its work on focused
research questions.

UNDERSTANDING THE CAUSES AND MECHANISMS OF CANCER

Basic research into the causes and mechanisms of cancer is at the heart of what
the NCI and many of AACR’s member scientists do. Basic research is the engine
that drives scientific progress. The outcomes from this fundamental basic research—
including laboratory and animal research in addition to population studies and the
deployment of state-of-the-art technologies—will inform and drive the cancer re-
search enterprise in ways and directions that will lead to unparalleled progress in
the search for cures.

ACCELERATING PROGRESS IN CANCER PREVENTION

Preventing cancer is far more cost-effective and desirable than treating it. The
NCI uses multidisciplinary teams and a systems biology approach to identify early
events and how to modify them. More than half of all cancers are related to modifi-
able behavioral factors, including tobacco use, diet, physical inactivity, sun exposure,
and failure to get cancer screenings. The NCI supports research to understand how
people perceive risk, make health-related decisions, and maintain healthy behavior.
Prevention is the keystone to success in the battle against cancer.

DEVELOPING EFFECTIVE AND EFFICIENT TREATMENTS

The future of cancer care is all about developing individualized therapies tailored
to the specific characteristics of a patient’s cancer. Noteworthy recent advances in
this area have included the development of oral versions of medicines that were for-
merly only available by injection, thus improving patients’ quality of life; and the
discovery of intraperitoneal (IP) chemotherapy—delivering drugs directly to the ab-
dominal cavity—that can add more than a year to survival for some women with
ovarian cancer.

OVERCOMING CANCER HEALTH DISPARITIES

Some minority and underserved population groups suffer disproportionately from
cancer. Solving this issue will contribute significantly to reducing the cancer burden.
Successful achievements in this important area include the development and dis-
semination of the patient navigator program that assists patients and caregivers to
access and chart a course through the healthcare system, and the NCI Cancer Infor-
mation Services Partnership Program that provides information and education
about cancer in lay language to the medically underserved through community orga-
nizations.
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AACR’S INITIATIVES AUGMENT SUPPORT FOR THE NCI

The NCI is not working alone or in isolation in any of these key areas. NCI re-
search scientists reach out to other organizations to further their work. The AACR
is engaged in scores of initiatives that strengthen, support, and facilitate the work
of the NCI, including:

—sponsoring the largest meeting of cancer researchers in the world, with more
than 17,000 scientists and 6,000 abstracts featuring the latest scientific ad-
vances;

—publishing more than 3,400 original research articles each year in five pres-
tigious peer-reviewed scientific journals, including Cancer Research;

—sponsoring the annual International Conference on Frontiers of Cancer Preven-
tion Research, the largest such prevention meeting of its kind in the world;

—raising and distributing more than $5 million in awards and research grants.

TRAINING AND CAREER DEVELOPMENT FOR THE NEXT GENERATION OF RESEARCHERS

Of critical importance to the viability of the long-term cancer research enterprise
is supporting, fostering, and mentoring the next generation of investigators. The
NCI devotes approximately 4 percent of its budget to multiple strategies to training
and career development, including sponsored traineeships, a Medical Scientist
Training Program, special set-aside grant programs and bridge grants for early ca-
reer cancer investigators. Increased funding for these foundational opportunities is
essential to retain the scientific workforce that is needed to continue the fight
against cancer.

INCREASE RESEARCH FUNDING NOW

Remarkable progress is being made in cancer research, but much more remains
to be done. Cancer costs the Nation more than $209 billion in direct medical costs
and lost productivity due to illness and premature death. Respected University of
Chicago economists Kevin Murphy and Robert Topel have estimated that even a
modest 1 percent reduction in mortality from cancer would be worth nearly $500
billion in social value. Investments in cancer research have huge potential returns.
Thanks to successful past investments, promising research opportunities abound
and must not be lost. To maintain our research momentum, the American Associa-
tion for Cancer Research (AACR) urges the United States Senate to support the fol-
lowing appropriations funding levels for cancer research in fiscal year 2008:
—$30.8 billion for the National Institutes of Health, a 6.7 percent increase over
fiscal year 2007.

—$5.8 billion for the National Cancer Institute (the NCI Professional Judgment
budget level), or, at a minimum, $5.1 billion, a 6.7 percent increase over fiscal
year 2007.

PREPARED STATEMENT OF THE AMERICAN ASSOCIATION OF COLLEGES OF NURSING

The American Association of Colleges of Nursing (AACN) respectfully submits this
statement highlighting funding priorities for nursing education and research pro-
grams in fiscal year 2008. AACN represents more than 600 schools of nursing at
public and private universities and senior colleges with baccalaureate and graduate
nursing programs that educate over 240,000 students and employ over 12,000 fac-
ulty members. These institutions are responsible for educating almost half of our
Nation’s registered nurses (RNs) and all of the nurse faculty and researchers. Nurs-
ing represents the largest health profession, with approximately 2.9 million dedi-
cated, trusted professionals delivering primary, acute, and chronic care to millions
of Americans.

NATIONWIDE NURSING SHORTAGE

For nearly a decade, our country’s health care system has been negatively im-
pacted by a shortage of RNs. In 2002, the Joint Commission on Accreditation of
Healthcare Organizations noted that the nursing shortage contributed to nearly a
quarter of all unexpected incidents that adversely affect hospitalized patients. A
more recent comprehensive analysis published in the March 2006 issue of Nursing
Economic$ found that the majority of nurses reported that the RN shortage is nega-
tively impacting patient care and undermining the quality of care goals set by the
Institute of Medicine and the National Quality Forum. Unfortunately, reports reveal
that the nursing shortage is not expected to diminish in the foreseeable future. The
Bureau of Labor Statistics projects that more than 1.2 million new and replacement
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nurses will be needed by 2014. Government analysts further project that more than
703,000 new RN positions will be created through 2014, which will account for two-
fifths of all new jobs in the health care sector.

A number of contributing factors add to the complexity and duration of the short-
age. Within the next 20 years, there will be a wave of nurses retiring from the pro-
fession. According to the 2004 National Sample Survey of Registered Nurses re-
leased in February 2007 by the Federal Division of Nursing, the average age of the
RN population in March 2004 was 46.8 years of age, up from 45.2 in 2000. With
many nurses nearing the age of retirement, more nurses must enter the pipeline.
However, the nursing profession is not growing to meet the demand of the shortage.
While The National Sample Survey of Registered Nurses has indicated that the
total RN population has increased at every 4-year interval since 1980, the growth
from 2000 to 2004 was relatively low. The total RN population increased by only
7.9 percent in 2004. Earlier report intervals noted that the RN population grew by
14.2 percent between 1992 and 1996.

The approximately 1,500 schools of nursing nationwide have been working dili-
gently to expand enrollments. AACN’s 2006-2007 annual survey of 722 nursing
schools with baccalaureate and graduate programs reveals that enrollments in-
creased by 7.6 percent in entry-level baccalaureate nursing programs.

This makes the sixth consecutive year of enrollment increases that can be attrib-
uted to a combination of Federal support, private sector marketing efforts, public-
private partnerships providing additional resources to expand capacity of nursing
programs, and State legislation targeting funds towards nursing scholarships and
loan repayment. While essential and important, these efforts have not fully met the
increasing demand for RNs.

Health Resources and Services Administration (HRSA) officials stated in an April
2006 report that there must be a 90 percent increase in graduations from U.S. nurs-
ing programs in order to meet the demand for RN services. Yet, the inability of
nursing schools to educate more RNs is the most urgent contributing factor that
must be addressed in order to reverse the shortage and ensure that every patient
receives the safest, highest quality health care. According to AACN’s report on
2006-2007 Enrollment and Graduations in Baccalaureate and Graduate Programs
in Nursing, U.S. nursing schools turned away 42,866 qualified applicants to bacca-
laureate and graduate programs due to an insufficient number of faculty, clinical
sites, classroom space, clinical preceptors, and budget constraints. Almost three
quarters of the nursing schools responding to the AACN survey pointed to faculty
shortages as a reason for not accepting all qualified applicants into nursing pro-
grams. Federal support must continue to play an integral role in our Nation’s efforts
to address the nursing and nurse faculty shortage as well as the constraints encoun-
tered by nursing’s educational system.

NURSING WORKFORCE DEVELOPMENT PROGRAMS: ADDRESSING THE SHORTAGE

Acknowledging the severity of the Nation’s nursing shortage, Congress passed The
Nurse Reinvestment Act of 2002. This legislation created new programs and ex-
panded existing Nursing Workforce Development authorities. Administered by
HRSA under Title VIII of the Public Health Service Act, these programs focus on
the supply and distribution of RNs across the country. The programs support indi-
vidual students in their nursing studies through scholarships and loan repayment
programs. Title VIII programs stimulate innovation in nursing practice and bolster
nursing education throughout the continuum, from entry-level preparation through
graduate study. They are the largest source of Federal funding for nursing edu-
cation assisting students, schools of nursing, and health systems in their efforts to
educate, recruit, and retain RNs and nurse faculty. In fiscal year 2006, these pro-
grams helped to educate over 48,000 nursing students and nurses through indi-
vidual and programmatic support.

However, funding for these authorities is insufficient to address the severity of the
nursing and nurse faculty shortage. Currently, Nursing Workforce Development
Programs receive $149.68 million, the same funding level as in fiscal year 2006.
During the nursing shortage in 1974, Congress appropriated $153 million for nurs-
ing education programs. Translated into today’s dollars, that appropriation would
total $632 million, more than four times the current level. To fully meet the edu-
cational and practice demands of today’s nursing shortage it would take billions of
dollars.

AACN respectfully requests $200 million for Title VIII Nursing Workforce Devel-
opment Programs in fiscal year 2008, an additional $50.32 million over the fiscal
year 2007 level. New monies would expand nursing education, recruitment, and re-
tention efforts to help resolve all aspects adding to the nursing shortage.
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Nurse Faculty Shortage

AACN believes that the most effective strategy to resolve the nursing shortage is
addressing the underlying nurse faculty shortage. The demand for nurse faculty far
exceeds the rate at which nursing schools can educate them. HRSA reports that just
13 percent of the RN workforce holds either a master’s or doctoral degree, the cre-
dentials required to teach. A Special Survey on Vacant Faculty Positions released
by AACN in July 2006, reported a total of 637 faculty vacancies (8 percent vacancy
rate) were identified at 329 nursing schools with baccalaureate and/or graduate pro-
grams across the country (almost two vacancies at each school of nursing). Most of
the vacancies (53.7 percent) were faculty positions requiring a doctoral degree. Be-
sides the vacancies, schools cited the need to create an additional 55 faculty posi-
tions to accommodate student demand. The ability to increase the pool of educators
becomes increasingly difficult when 3,306 qualified applicants were turned away
from master’s programs and 299 qualified applicants were turned away from doc-
toral programs in 2006.

The inability of nursing schools to educate, recruit, and retain qualified teachers
is fueling the nurse faculty shortage. Potential faculty members graduating from
schools of nursing are slow to rise. In 2006, graduations from research-focused doc-
toral nursing programs were up by only 1.4 percent or six graduates from the 2005—
2006 academic year. Complicating the problem further, those that are graduating
from schools of nursing with a graduate degree are not choosing a career in edu-
cation. An unpublished AACN study on employment plans found that almost a quar-
ter of all graduates from doctoral nursing programs do not plan to work in academic
settings. Higher compensation in clinical and private sector settings lures current
and potential nurse educators away from the classroom.

Furthermore, the demand for nurse faculty will continue to grow in the very near
future as schools of nursing will experience an increase in faculty retirement. Ac-
cording to an article published in the March/April 2002 issue of Nursing Outlook
titled The Shortage of Doctorally Prepared Nursing Faculty: A Dire Situation, the
average age of nurse faculty at retirement is 62.5 years. With the average age of
doctorally-prepared faculty currently 53.5 years, a wave of retirements is expected
within the next 10 years. Without sufficient nurse faculty, schools of nursing cannot
expand enrollments, and the nursing shortage will continue to cripple our Nation’s
health care delivery system.

REVERSING THE NURSE FACULTY SHORTAGE AND NURSING EDUCATIONAL BARRIERS

The Nursing Workforce Development programs are essential in not only educating
nurses, but more critically, in funding the education of additional nurse faculty. In
fiscal year 2008, AACN recommends increasing funding for graduate education
through the Advanced Education Nursing (AEN) Grants (Sec. 811) and bolstering
funds for the Nurse Faculty Loan Program (Sec. 846A) as well as the Nurse Edu-
cation, Practice, and Retention Grants (Sec. 831). These programs are essential in
educating nurses, but more importantly in funding the education of nurse faculty,
which allow schools of nursing to increase their student capacity.

Advanced Education Nursing Program (Sec. 811).—These grants support the ma-
jority of nursing schools preparing graduate-level nurses, many of whom become fac-
ulty. Receiving $57.06 million in fiscal year 2007, this grant program helps schools
of nursing, academic health centers, and other nonprofit entities improve the edu-
cation and practice of nurse practitioners, nurse-midwives, nurse anesthetists, nurse
educators, nurse administrators, public health nurses, and clinical nurse specialists.
Out of the 114 applications reviewed for program grants in fiscal year 2006, 45 new
grants were awarded and 112 previously awarded grants were continued, totaling
157—the same number as in fiscal year 2004 and fiscal year 2005. In addition, 564
schools of nursing received traineeship grants, which in turn directly supported
9,000 individual student nurses. In fact, 2,105 nurses who received support from
AEN grants in fiscal year 2006 are now practicing in underserved areas.

Nurse Faculty Loan Program (Sec. 846A).—Designed to increase the number of
nurse faculty, schools of nursing receive grants to create a loan fund through the
Nurse Faculty Loan Program. To be eligible for these loans, students must pursue
full-time study for a master’s or doctoral degree. In exchange for teaching at a
school of nursing, loan recipients will have up to 85 percent of their educational
loans cancelled over a 4-year period. In fiscal year 2006, 67 new grants and 26 con-
tinuing grants were awarded to schools of nursing. These grants are projected to
assist 475 future nurse educators. Unfortunately, in fiscal year 2006 schools of nurs-
ing requested over three times the funds available to educate additional nurse fac-
ulty. In fiscal year 2007, $4.77 million was appropriated. If the current funding was
doubled to almost $10 million, based on fiscal year 2006 projections, nursing schools
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could educate over 900 future faculty members. Further, with an average faculty to
student ratio of 1:10, those 900 faculty members could teach an additional 9,000
nurses each year.

Nurse Education, Practice, and Retention Grants (Sec. 831).—These grants help
schools of nursing, academic health centers, nurse-managed health centers, State
and local governments, and health care facilities strengthen programs that provide
nursing education. In particular, the Education Grants expand enrollments in bac-
calaureate nursing programs. In addition, they develop internship and residency
programs to enhance mentoring and specialty training as well as provide for new
technology in education, including distance learning.

NATIONAL INSTITUTE OF NURSING RESEARCH

One of the 27 Institutes and Centers at the National Institutes of Health, the Na-
tional Institute of Nursing Research (NINR) works to improve patient care and fos-
ter advances in nursing and other health professions’ practice. The outcomes-based
findings derived from NINR research are important to the future of the health care
system and its ability to deliver safe, cost-effective, and high quality care. Through
grants, research training, and interdisciplinary collaborations, NINR addresses care
management of patients during illness and recovery, reduction of risks for disease
and disability, promotion of healthy lifestyles, enhancement of quality of life in
those with chronic illness, and care for individuals at the end of life. To advance
this research, AACN respectfully requests a funding level of $150 million in fiscal
year 2008, an additional $12.66 million over the $137.34 million, NINR received in
fiscal year 2007,

NINR Addresses the Shortage of Nurse Researchers and Faculty

NINR allocates 7 percent of its budget, a high proportion when compared to other
NIH institutes, to research training to help develop the pool of nurse researchers.
In fiscal year 2005, NINR training dollars supported 80 individual researchers and
provided 155 institutional awards, which in turn supported a number of nurse re-
searchers at each institution. Since nurse researchers often serve as faculty mem-
bers for colleges of nursing, they are actively educating our next generation of RNs.

CONCLUSION

AACN acknowledges the fiscal challenges that the subcommittee and the entire
Congress must work within. However, the nursing shortage can no longer be ex-
plained by the need to simply increase the number of nurses in the workforce. A
demand for nurse educators weighs heavily on the ability to increase the pool of fu-
ture nurses. This element of the shortage has created a negative chain reaction—
without more nurse faculty, additional nurses cannot be educated, and without more
nurses the shortage will continue. Ultimately, this chain reaction will continue to
place the health care delivery system at risk. Title VIII programs can help to break
this chain. These authorities provide a dedicated, long-term vision for supporting
the education of the new nursing workforce. Yet, they must receive additional fund-
ing to be effective. AACN respectfully requests $200 million for Title VIII programs
in fiscal year 2008. Additional funding for these programs will assist schools of nurs-
ing to expand their programs, educate more nurse faculty, increase the number of
practicing RNs, and ultimately improve the patient care provided in our health care
system. AACN also requests $150 million for NINR so that nurse researchers can
continue their work to improve the nursing care provided to all patients.

PREPARED STATEMENT OF THE AMERICAN ASSOCIATION OF COLLEGES OF
OSTEOPATHIC MEDICINE

On behalf of the American Association of Colleges of Osteopathic Medicine
(AACOM), which represents the administrations, faculties, and students of all twen-
ty-three colleges of osteopathic medicine in the United States, I am pleased to
present our views on the fiscal year 2008 appropriations for Health Professions Edu-
cation Programs under Title VII of the Public Health Service Act.

First, we want to express our profound concern at the devastating cuts sustained
by the Title VII programs in appropriations for the last two fiscal years. The fiscal
year 2006 Labor, Health and Human Services, Education and Related Agencies Ap-
propriations bill cut Title VII programs from the fiscal year 2005 level by 51.5 per-
cent. Unfortunately, the fiscal year 2007 funding level restored only a small fraction
of these cuts.

Health Professions Education Programs under Title VII are essential components
of America’s health care safety net. An adequate, diverse, well-distributed and cul-
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turally competent health workforce is indispensable to meeting our current and es-
pecially our future health service delivery needs. The Title VII programs have been
especially valuable in our efforts to ensure continuation of this commitment. In Pub-
lic Law 105-392, the Health Professions Education Partnership Act of 1998, forty-
four different Federal health professions training programs were consolidated into
seven clusters. These clusters provide support for training of primary care medicine
and dental providers; the establishment and operation of interdisciplinary commu-
nity-based training activities; health professions workforce analysis; public health
workforce development; nursing education; and student financial assistance. These
programs are designed to meet the health care delivery needs of over 2,800 Health
Professions Shortage Areas in the country. Many rural and disadvantaged popu-
lations depend on the health professionals trained by these programs as their only
source of health care. For example, without the practicing family physicians who are
currently in place, an additional 1,332 of the United States’ 1,082 urban and rural
X)unties would qualify for designation as primary care Health Professions Shortage
reas.

Title VII programs have had a significant impact in reducing the Nation’s Health
Professions Shortage Areas. Indeed, a 1999 study estimated that if funding for Title
VII program were doubled, the effect would be to eliminate the Nations’ Health Pro-
fessions Shortages Areas in as little as 6 years. (Politzer, RM, Hardwick, KC,
Cultice, JM, Bazell, C. “Eliminating Primary Care Health Professions Shortage
Areas: The Impact of Title VII Generalist Physician Education,” The Journal of
Rural Health, 1999: 15(1): 11-19).

A study by the Robert Graham Center showed that receipt of Title VII family
medicine grants by medical schools produced more family physicians and more pri-
mary care doctors serving in rural areas and Health Professions Shortage Areas.
Over 69 percent of Title VII funded internal medicine graduates practice primary
care after graduation. This rate is nearly twice that of programs not receiving Title
VII funding.

Among the programs within these clusters that have been especially important to
enhancing osteopathic medical schools’ ability to train the highest quality physicians
are: General Internal Medicine Residencies; General Pediatric Residencies; Family
Medicine Training; Preventive Medicine Residencies; Area Health Education Cen-
ters (AHECs); Health Education and Training Centers (HETCs); Health Careers Op-
portunity Programs (HCOP); Centers of Excellence (COE) programs; and Geriatric
Training Authority.

Accordingly, Mr. Chairman and Members of the subcommittee, AACOM rec-
ommends that the fiscal year 2008 funding for Title VII Health Professions Edu-
cation Programs and the equally important programs under Title VIII, Nursing
Education be at least $550 million. This figure is consistent with the fiscal year
2008 level recommended by the Health Professions and Nursing Education Coalition
(HPNEC) for Titles VII and VIII.

AACOM also strongly urges continuation of funding for the Council on Graduate
Medical Education (COGME). Since its inception, COGME’s diverse membership has
given the health policy community an opportunity to discuss national workforce
issues. The fifteen formal reports and multiple ancillary materials provided by
COGME have offered important findings and observations in the rapidly changing
health care environment and have argued for a system of graduate medical edu-
cation that develops a physician workforce to meet the healthcare needs of the
American people.

Some of the more significant recommendations include:

—Community-based education with an emphasis on primary care;

—Continued progress toward a more representative participation of minorities in

medicine;

—The development and maintenance of a workforce planning infrastructure to im-

prove the understanding, need and demand forces;

—The development of Federal-State partnerships to further workforce planning;

and

—Encouragement and support for medical education and health care delivery pro-

grams that increase the flow of physicians to rural areas, with an emphasis on
the smaller, more remote communities.

With a projected physician workforce shortage looming, the activities of COMGE
have never been more important.

Mr. Chairman and members of the subcommittee, we appreciate the opportunity
to submit this statement. If you have any questions or require additional informa-
tion, please contact me at (301) 968—4141 or sshannon@aacom.org, or Michael J.
Dyer, AACOM’s Vice President for Government Relations at (301) 968-4152 or
mdyer@aacom.org.
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PREPARED STATEMENT OF THE AMERICAN ASSOCIATION OF COLLEGES OF PHARMACY
HHS SUPPORTED PROGRAMS AT COLLEGES AND SCHOOLS OF PHARMACY

AACP and its member colleges and schools of pharmacy appreciate the continued
support of the House Appropriations Subcommittee on Labor, Health and Human
Services, and Education. The 97 accredited colleges and schools of pharmacy are en-
gaged in a wide-range of programs that are supported by grants and funding admin-
istered through the agencies of the Department of Health and Human Services
(HHS). We also understand the difficult task you face annually in your deliberations
to do the most good for the Nation and remain fiscally responsible to the same.
AACP respectfully offers the following recommendations for your consideration as
you undertake your deliberations.

AGENCY FOR HEALTHCARE RESEARCH AND QUALITY

AACP supports the Friends of AHRQ recommendation of $350 million for AHRQ
programs in fiscal year 2008.

AACP also recommends that the committee direct AHRQ to reestablish the pro-
vider-based research network grant program.

The Institute of Medicine (IOM) published two reports in 2006 regarding the re-
duction of medication use errors and how we can improve medication safety http://
www.nap.edu/catalog/11623.html#toc and http://www.nap.edu/catalog/
11750.html#toc. Faculty at colleges and schools of pharmacy are actively engaged
in teaching, research, and service to their communities that addresses nearly every
one of these report recommendations. Our schools have significant community part-
nerships that can be furthered enhanced through congressional restoration of the
provider-based research network program at AHRQ.

AACP members are active grantees in AHRQ Effective Health Care Program, pro-
viding advice on how pharmacy and pharmaceutical technology reduce medical er-
rors and provide for greater patient safety.

CENTERS FOR DISEASE CONTROL AND PREVENTION (CDC)

The fiscal 2008 funding for the CDC should be increased to $6.44 billion to restore
funding for the preventive health and health services block grants, to restore the
health promotion line item to at least fiscal year 2005 levels, and to allow the CDC
to continue to focus on keeping our Nation well and healthy. AACP also supports
the Friends of the National Center for Health Statistics (NCHS) recommendation
that fiscal year 2008 funding be $117 million.

The curriculum of the Nation’s colleges and schools of pharmacy now includes sig-
nificant focus on public health. Much of this focus is supported by research, informa-
tion, and programs developed by the Centers for Disease Control and Prevention
(CDC). For example, the public health elective offered by the University of Montana
School of Pharmacy requires students to purchase the CDC’s “Epidemiology and
Prevention of Vaccine-Preventable Diseases.”

HEALTH RESOURCES AND SERVICES ADMINISTRATION (HRSA)

AACP supports the Friends of HRSA recommendation of at least $7.65 billion for
HRSA in fiscal year 2008.

Many research, education, and service activities at our Nation’s colleges and
schools are supported by HRSA. Over the last 6 years, HRSA and academic phar-
macy have forged a much closer working relationship. This strengthened tie is in-
creasing access to comprehensive pharmacy services, including better utilization of
the 340B drug assistance program, for patients served by HRSA grantees and pro-
grams. Working more closely with academic pharmacy has also improved the care
provided by HRSA supported providers as evidenced in the clinical pharmacy dem-
onstration projects implemented in 18 community health centers across the country.
The recognition of U.S colleges and schools of pharmacy as a resource to the public
health safety-net providers can play a significant role in improving programs such
as the Ryan White AIDS programs, including the AIDs Drug Assistance Programs,
rural health and telemedicine programs, just as it has the community health centers
program. We would encourage you to request that HRSA continue to utilize the
academy as a resource for program improvement.

As mentioned above, AACP members are actively engaged with many HRSA pro-
grams or with HRSA grantees. The following are examples of that engagement.
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COMMUNITY HEALTH CENTERS

AACP recommends that the subcommittee provide $100 million within the total
funding appropriations to CHCs for the development of new comprehensive phar-
macy programs. AACP further recommends that $50 million be made available
within the total CHC appropriation for the creation of shared teaching positions be-
tween CHCs and colleges and schools of pharmacy to develop and support com-
prehensive pharmacy services programs. Another option for integrating comprehen-
sive pharmacy services into CHC services would be to place the cost associated with
this integration into the base budget of CHC grants.

Relationships between CHCs and academic pharmacists could decrease the gap
between the “bench” and the “bedside” in medication management, resulting in
more effective, cost-efficient medication therapy. CHCs and academic pharmacy in-
stitutions continue to forge an essential link towards improving the health care pro-
vided to patients. As the recognized key link in America’s health safety net CHCs
should be encouraged to improve or develop comprehensive pharmacy services with-
in their institutions.

TITLE VII HEALTH PROFESSIONS EDUCATION PROGRAMS

AACP supports the Health Professions and Nursing Education coalition (HPNEC)
recommendation of $300 million for Title VII programs in fiscal year 2008.

For nearly every health profession tracked by the U.S. Bureau of Labor Statistics,
high demand will remain for the foreseeable future. Interprofessional education has
the potential to help improve health care quality and create greater efficiencies by
allowing health professionals to work productively together. NIH has also recog-
nized the growing acceptance of interprofessional research through the “Road Map,”
including allowing multiple primary investigators. Colleges and schools of pharmacy
are taking a leadership role in the creation of interprofessional approaches to health
professions education. Faculty are working across disciplines to develop interprofes-
sional programs and assess their effectiveness through: federally supported pro-
grams such as Area Health Education Centers across the country; organizations
such as the Institute for Healthcare Improvement and the Association of Academic
Health Center; and university level mandates such as that of the University of Min-
nesotg. It is essential that Federal support for interprofessional education be main-
tained.

NATIONAL HEALTH SERVICES CORPS

AACP recommends that funding for these programs continue to increase, at least
at a rate that takes into account inflation, and waiting lists.

As integral as the CHCs are, they require health professionals to provide the care.
While the Title VII programs are essential in creating the education programs that
create culturally competent health professionals able to provide team-based, patient-
centered care, the NHSC is the program that gets those providers to the community
in greatest need. Annual appropriations for the NHSC continue to increase in rec-
ognition of the role this program plays in helping to improve access to care in medi-
cally underserved and health professions shortage areas.

OFFICE OF RURAL HEALTH POLICY

AACP recommends that the subcommittee fully restore funding to Rural Health
Care Programs. The ORHP supported Rural Health Research Centers grant pro-
gram is the only source of rural-specific health services research supported by the
HHS. Rural Health Research Centers collaborate with schools and colleges of phar-
macy in rural health research and dissemination. A paper published by the Upper
Midwest Rural Health Center (UMRHC) identified pharmacist staffing, finance, and
access to technology as barriers to medication safety in rural hospitals. Through a
nationwide survey, the UMRHC found a significant positive relationship between
pharmacist staffing and the presence and quality of medication safety initiatives in
rural hospitals. Better access to pharmacists in rural hospitals is necessary for re-
ducing medication errors and implementing medication safety systems.

OFFICE OF TELEHEALTH ADVANCEMENT

AACP recommends that the subcommittee increase the fiscal year 2008 appropria-
tion for telehealth to $7 million. AACP further recommends that the subcommittee
direct the HRSA Office for the Advancement of Telehealth to include development
of telepharmacy programs as an explicit grant funding option.

Colleges and schools of pharmacy, including North Dakota State University Col-
lege of Pharmacy, Washington State University College of Pharmacy, and Texas
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Tech University have developed successful telepharmacy programs that are assist-
ing rural providers and their patients improve the management of their medica-
tions. The North Dakota Telepharmacy Program has restored, retained, or estab-
lished pharmacy services to approximately 40,000 rural citizens in North Dakota
and Minnesota. The project has not only increased access to medically underserved
areas, but has also added approximately $12 million in economic development to the
local rural economies. Duquesne University Mylan School of Pharmacy, located in
Pittsburgh, Pennsylvania, has developed and implemented a telepharmacy program
that is assisting hospice providers in rural southeastern Pennsylvania, Ohio, West
Virginia.
NATIONAL INSTITUTES OF HEALTH

AACP, as a member of the Ad Hoc Group for Biomedical Research Funding rec-
ommends that fiscal year 2008 NIH funding be increased by 6.7 percent and this
same increase be continued for the next 2 years.

AACP would also ask the Congress to commend the NIH for its development of
the “PharmD Gateway to NIH” and support efforts for NIH to create opportunities
for the development of new clinical pharmacy faculty research.

Our Nation benefits greatly from both intra and extramural NIH research. Our
Nation’s colleges and schools of pharmacy play an important part in that research
agenda. Academic pharmacy supports the NIH Director’s Road Map initiative and
is especially pleased with recent decisions to allow multiple primary investigators
on grants and the support of interdisciplinary research. According to 2006 NIH
data, colleges and schools of pharmacy rank fourth after medicine, public health and
biomedical engineering in total extramural grant funding. AACP is pleased to recog-
nize the committee for its important role in doubling the NIH budget, however there
is growing concern that without continued increases to the NIH budget that work
will have been negated. In fiscal year 2006 biomedical research conducted by faculty
at U.S. colleges and schools of pharmacy was supported by $239.7 million. Bio-
medical research is our Nation’s best opportunity for finding cures for disease and
reducing the economic burden of illness and chronic illness. The research of aca-
demic pharmacy faculty in discovery and application is essential at a time when we
grow more dependent on medications to reduce the impact of chronic and acute ill-
ness and unexpected threats to our public health.

U.S. DEPARTMENT OF EDUCATION

AACP is pleased that the President continues to recognize the importance of high-
er education to America’s global competitiveness. What is of growing concern is that
the priorities of the administration frequently come at the expense of existing pro-
grams of importance to students attending colleges and schools of pharmacy and the
other institutions of higher learning they attend in preparation. The ability of stu-
dents to be fully prepared to begin pharmacy studies has been heightened through
participation in college preparation courses for high school students, summer pro-
grams for graduated high school students, and students entering their professional
education through programs such as GEAR UP and TRIO. We support the rec-
ommendation of the Student Aid Alliance that fiscal year 2008 program funding be
$350 million and $1 billion respectively.

Academic pharmacy is a leader among the health professions education commu-
nity in regard to the development of objective, measurable, terminal educational
outcomes. Because of growing concern about the assessment of student learning and
the value-added aspects of higher education, faculty at our Nation’s colleges and
schools of pharmacy are ideal resources to work beyond the politics of the Spellings
Commission on Higher Education. Academic pharmacy is committed to improving
and demonstrating the value of pharmacy education. This commitment led to the
creation of AACP’s Center for the Advancement of Pharmaceutical Education
(CAPE). CAPE has established and recently redefined and expanded educational
outcomes. The CAPE outcomes are intended to guide individual institutions in cur-
riculum development. The Accrediting Council on Pharmaceutical Education (ACPE)
has adapted these educational outcomes into its recently revised standards and
guidelines.

PREPARED STATEMENT OF THE AMERICAN ASSOCIATION FOR DENTAL RESEARCH
(AADR) AND THE AMERICAN DENTAL EDUCATION ASSOCIATION (ADEA)

Discoveries stemming from dental research have reduced the burden of oral dis-
ease, have led to better oral health for tens of millions of Americans, and have un-
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covered important associations between oral and systemic health. Now, dental re-
searchers and educators are poised to make new breakthroughs that can result in
dramatic progress in medicine and health, such as repairing natural form and func-
tion to faces destroyed by disease, accident, or war injuries; diagnosing systemic dis-
ease from saliva instead of blood samples; and deciphering the complex interactions
and causes of oral health care disparities involving social, economic, cultural, envi-
ronmental, racial/ethnic, and biological factors. Dental research in large part takes
place in academic dental institutions where the future oral health workforce re-
ceives education and training and provides oral health care that improves the
health of the public. Dental research and education are the underpinning of the pro-
fession; they enhance the quality of the Nation’s oral and overall health. This testi-
mony will cover the following programs and issues:
1. Oral Health Research—The National Institutes of Health (NIH) and the Na-
tional Institute of Dental and Craniofacial Research (NIDCR)—
a. Elimination of America’s most prevalent infectious disease,
b. Saliva as a diagnostic tool,
c. Understanding factors that cause disparities in oral health,
d. Emerging Possibilities from Dental Researchers,
2. Dental Education—Title VII General Dentistry and Pediatric Dentistry and
Workforce Training Programs.
3. Access to Dental Care—
a. State Children’s Health Insurance Program (SCHIP),
b. Dental Health Improvement Act,
c. Centers for Disease Control and Prevention: Division of Oral Health,
d. and Ryan White CARE Act: Dental Reimbursement and Community-based
Partnerships Programs

INTRODUCTION

The American Association for Dental Research (AADR) represents the oral health
research community within the United States, and the American Dental Education
Association (ADEA) represents over 120 academic dental institutions as well as all
of the educators, researchers, residents and students training at these institutions.
Together our organizations represent over 21,000 members in academic dental and
dental research institutions throughout the Nation. The joint mission of AADR and
ADEA is to enhance the quality and scope of oral health, advance research and in-
crease knowledge for the improvement of oral health, and increase opportunities for
scientific innovation. Academic dental institutions play an essential role in con-
ducting research and educating and training the future oral health workforce. Aca-
demic dental institutions provide dental care to underserved low-income popu-
lations, including individuals covered by Medicaid and the State Children’s Health
Insurance Program.

We thank the committee for this opportunity to submit testimony regarding the
exciting advances in oral health sciences. There are extraordinary opportunities
being created through oral health research and education. Herein we submit our fis-
cal year 2008 budget recommendations for the National Institute of Dental and
Craniofacial Research (NIDCR), Title VII Health Professions Education and Train-
ing Programs administered by the Health Resources and Services Administration
(HRSA), the Dental Health Improvement Act, the State Children’s Health Insurance
Program (SCHIP), the Centers for Disease Control and Prevention’s Oral Health
Programs, and the Ryan White CARE Act, HIV/AIDS Dental Reimbursement Pro-
gram and the Community Based Dental Partnership Program.

ORAL HEALTH RESEARCH

Dental research is concerned with the prevention, causes, diagnosis, and treat-
ment of diseases and disorders that affect the teeth, mouth, jaws, and related sys-
temic diseases. Dental health is an important, vital part of health throughout life,
and through dental research and education, we can enhance the quality and scope
of oral health. Dental research has produced tremendous benefits for the health and
well-being of our Nation and the world. Nonetheless, much remains to be done as
identified in the Surgeon General’s Report of 2000—Oral Health in America!and
in the 2003—National Call to Action to Promote Oral Health.2

10ral Health in America: A Report of the Surgeon General, U.S. Department of Health and
Human Services, 2000.

2National Call to Action to Promote Oral Health, U.S. Department of Health and Humans
Services, 2003.
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We applaud Congress for demonstrating its overwhelming bipartisan support for
NIH by passing the NIH Reform Act of 2006. This reauthorization legislation is an
affirmation of the importance of NIH and its vital role in advancing biomedical re-
search to improve the health of the Nation. A renewed national commitment to re-
search and fighting disease, through increased support for the NIH, will allow us
to capitalize on new and unprecedented scientific opportunities in oral health re-
search.

Eliminating American’s most prevalent infectious disease

America’s most prevalent infectious disease is dental decay (caries)! It is five
times more common than asthma and seven times more common than hay fever in
school children. Americans spend millions of dollars annually in dental caries treat-
ments and tooth restoration. Over the past 50 years, discoveries stemming from
dental research have reduced the burden of dental caries (tooth decay) for many
Americans. Now, the burden of the disease, in terms of both extent and severity,
has shifted dramatically to a subset of our population. About a quarter of the popu-
lation now accounts for about 80 percent of the disease burden. Dental caries re-
mains a significant problem for vulnerable populations of children and people who
are economically disadvantaged, elderly, chronically ill, or institutionalized.

Dental caries is a chronic, infectious disease process that occurs when a relatively
high proportion of bacteria within dental plaque begin to damage tooth structure.
Most infectious diseases are treated through medications, not surgery. But, it has
been difficult to treat caries this way because our existing diagnostic techniques lack
the sensitivity to catch it early enough. New strategies for the prevention, diagnosis,
cure and repair of dental caries are being studied and developed by scientists fund-
ed through the NIDCR. If caries can be diagnosed before irreversible loss of tooth
structure occurs, it can be reversed using a variety of approaches that “remin-
eralize” the tooth. In addition to improved diagnostics, some researchers are work-
ing to develop a vaccine to prevent tooth decay, while others use new methods to
specifically target and kill the decay-causing bacteria.

Saliva as a Diagnostic Tool

The development of new diagnostic tests based on the analysis of biomarkers in
saliva will allow clinicians to more reliably diagnose disease and monitor health con-
ditions much earlier than is currently possible. Salivary diagnostics is already being
used for rapid, non-invasive HIV screening, and saliva-based tests will soon be
available for oral cancer screening. Oral cancers and cancer of the larynx are diag-
nosed in 41,000 individuals accounting for 12,500 deaths per year in the United
States. The death rate associated with this cancer is especially high due to delayed
diagnosis. Now, scientists funded by the NIDCR have taken a major step forward
in using saliva to detect oral cancer. Elevated levels of distinct, cancer-associated
molecules in saliva can be used to distinguish between healthy people and those
with cancer. Soon, with further research, commercial diagnostic tests will be devel-
oped for oral squamous cell carcinoma with the 99+ percent accuracy expected for
such tests.

Using saliva may also be possible for diagnosing and monitoring many other sys-
temic health conditions as well as exposure to chemical and biological agents. Early
diagnosis could potentially save thousands of lives.

Understanding Factors that Cause Disparities in Oral Health

Despite tremendous improvements in the Nation’s oral health over the past dec-
ades, the benefits have not been equally shared by millions of low-income and un-
derserved Americans. High-risk populations, including poor, inner-city, elderly,
rural, and groups with special health-care needs, all suffer a disproportionate and
debilitating amount of oral disease. Research is needed to identify the factors that
determine disparities in oral health and disease. These factors may include
proteomic, genetic, environmental, social, and behavioral aspects and how they in-
fluence oral health singly or in combination. Translational and clinical research is
underway to analyze the prevalence, etiology, and impact of oral conditions on dis-
advantaged and underserved populations and on the systemic health of these popu-
lations. In addition, community- and practice-based disparities research, funded by
the NIDCR and the Centers for Disease Control and Prevention’s Oral Health Pro-
grams, can help to identify and reduce risks, enhance oral health-promoting behav-
iors, and help integrate research findings directly into oral health care practice.

Other Emerging Exciting Areas in Dental Research

Looking towards the future—imagine a time when you won’t need x-rays to diag-
nose tooth decay; instead a molecular or electronic probe will do the job. Or imagine
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teeth being restored to health, not with fillings, but with simple mineral rinses or
bioengineering techniques. This is closer to reality than you might envision!

—Tissue engineering.—Tissue engineering holds great potential to repair the rav-
ages of orofacial disease, trauma, war injuries, and birth defects, including the
bioengineering of complete, fully functional replacement teeth.

—Stem cells.—Isolating stem cells from the ligament around third molars (wisdom
teeth) and from human exfoliated deciduous teeth (baby teeth) holds the distinct
possibility that one day—in the near future—we may be able to repair dental
and craniofacial defects by growing new tissues.

—System-oral health linkages.—There is strong evidence of an association be-
tween gum (periodontal) disease and systemic events such as cardiovascular
disease, diabetes, and adverse pregnancy outcomes. Continued oral health re-
search will provide insight into the prevention and treatment of these and other
systemic conditions with links to oral health.

—Practice Based Research Networks.—By connecting practitioners with experi-
enced clinical investigators, Practice Based Research Networks (PBRNs) can en-
hance the utility of clinical research funded by NIDCR by developing data and
new techniques that may be immediately relevant to practitioners and their pa-
tients.

DENTAL EDUCATION

Title VII Programs, Public Health Service Act

Title VII Education and Training Programs are critical. Support for these pro-
grams is essential to expanding existing or establishing new general dentistry and
pediatric dentistry residency programs. Title VII general and pediatric dental resi-
dency training programs have shown to be effective in increasing access to care and
enhancing dentists’ expertise and clinical experiences to deliver a wide range of oral
health services to a broad patient pool, including geriatric, pediatric, medically com-
promised patients, and special needs patients. Title VII support increases access to
care for Medicaid and SCHIP populations. The value of these programs is under-
scored by reports of the Advisory Committee on Training in Primary Care Medicine
and Dentistry and the Institute of Medicine. Without adequate funding for general
dentistry and pediatric dentistry training programs it is anticipated that access to
dental care for underserved populations will worsen.

AADR/ADEA also supports the funding requests advanced by National Council for
Diversity in the Health Professions for the Health Resources and Services Adminis-
tration’s diversity programs, namely the Scholarship for Disadvantaged Students,
Health Careers Opportunity Program, Centers of Excellence, and the Faculty Loan
Repayment Program.

ACCESS TO DENTAL CARE

State Children’s Health Insurance Program

Reauthorization of the State Children’s Health Insurance Program (SCHIP) rep-
resents a singular opportunity to move closer to the widely-shared goal of ensuring
that all of America’s children have health care coverage. Congress has taken a sig-
nificant step in that direction by signaling in the House and Senate budget resolu-
tions a willingness to provide $50 billion in new funding for SCHIP reauthorization.
Now, relying on the bipartisan support for SCHIP, Congress must work to ensure
in a timely manner that SCHIP reauthorization legislation is fully funded and that
it includes policies that will support States’ efforts to cover more children.

Minority, low-income, and geographically isolated children suffer disproportion-
ately from dental conditions. Dental care tops the list of parent reported unmet
needs, with parent reports of unmet dental needs three times as often as medical
care and four times that of vision care. For children with special needs, dental care
is the most prevalent unmet health care need surpassing mental health, home
health, hearing aids and all other services. Despite the magnitude of need, dental
coverage has remained an optional benefit in SCHIP. All States have recognized
that poor oral health affects children’s general health and have opted to provide
dental coverage. However, dental coverage is often the first benefit cut when States
seek budgetary savings. SCHIP lacks a stable and consistent dental benefit that
would provide a comprehensive approach to children’s health while reducing costly
treatments caused from advanced dental disease. Congress can help stabilize access
to oral health care services to underserved children by improving funding for the
SCHIP program. It is vital that Congress deliver on its pledge for children’s health
coverage of $50 billion in new funds for SCHIP and Medicaid as indicated in the
congressional budget resolutions. This level of funding is the minimum amount
needed to allow States to sustain their existing SCHIP programs, reach a significant
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share of the uninsured children already eligible for SCHIP and Medicaid, and sup-
port ongoing State efforts to expand oral health care coverage.

Dental Health Improvement Act

The recent reports of tragic deaths of Deamonte Driver, a 12-year-old from Mary-
land, and Alexander Callender, a 6-year-old from Mississippi, as a result of unmet
dental needs tragically illustrate that all children regardless of resources or eco-
nomic status should have access to oral health care.

Congress provided first-time funding of $2 million in fiscal year 2006 for the Den-
tal Health Improvement Act, a program established in 2001, to assist States in de-
veloping innovative dental workforce programs. The first grants were awarded to
States last Fall and are being used for a variety of important initiatives including:
increasing hours of operation at clinics caring for underserved populations, recruit-
ing and retaining dentists to work in these clinics, prevention programs including
water fluoridation, dental sealants, nutritional counseling, and augmenting the
State dental offices to coordinate oral health and access issues.

Centers for Disease Control and Prevention (CDC) Division of Oral Health

The Centers for Disease Control and Prevention Oral Health Program expands
the coverage of effective prevention programs by building basic capacity of State oral
health programs to accurately assess the needs in their State, organize and evaluate
prevention programs, develop coalitions, address oral health in State health plans,
and effect allocation of resources to the programs. CDC’s funding and technical as-
sistance to States is essential to help oral health programs build capacity.

An additional $4 million over fiscal year 2007 funding of $11.6 million is nec-
essary so additional States requesting support to improve their capacity to validate,
build, and sustain effective preventive interventions to reduce health disparities
among their citizens can be funded. Funding for current grantees expires at the end
of fiscal year 2007. Twenty-four States have previously applied for these grants but
due to limited funding only 12 States were awarded. Increasing CDC funding will
help to ensure that all States that apply may be awarded an oral health grant.

Dental Reimbursement and Community-based Dental Partnership Program

Congress designated dental care as a “core medical service” when it reauthorized
the Ryan White program in 2006. The Dental Reimbursement Program provides ac-
cess to quality dental care to people living with HIV/AIDS while simultaneously pro-
viding educational and training opportunities to dental residents, dental students,
and dental hygiene students who deliver the care. The Dental Reimbursement Pro-
gram is a cost-effective Federal/institutional partnership that provides partial reim-
bursement to academic dental institutions for costs incurred in providing dental
care to people living with HIV/AIDS. The Community-Based Dental Partnership
Program fosters partnerships between dental schools and communities lacking aca-
demic dental institutions to ensure access to dental care for HIV/AIDS patients liv-
ing in those areas.

AADR/ADEA FISCAL YEAR 2008 FUNDING RECOMMENDATIONS SUMMARY

To maintain support for the biomedical research at the NIH AADR/ADEA rec-
ommends $31.3 billion for the National Institutes of Health (NIH) including $425
million for the National Institute of Dental and Craniofacial Research (NIDCR).

Support the development of innovative dental workforce programs specific to
States’ needs and increase access to dental care for underserved populations. AADR/
ADEA recommends $10 million for the Dental Health Improvement Act.

Help build basic capacity of State oral health programs. AADR/ADEA rec-
ommends $15.6 million for the CDC Dental Block Grants.

Support education and training of the dental workforce for the future. AADR/
ADEA recommends $450.2 million for the full complement of Title VII health profes-
sions programs including:

—$89 million for the primary care medicine and dentistry cluster to assure:

—$10 million for General and Pediatric Dental Residency Training.

—$118 million for the diversity and student assistance cluster:

—$33.6 million for Centers of Excellence;

—$35.6 million for Health Careers Opportunity Program;
—$1.3 million for the Faculty Loan Repayment Program; and
—3$47.1 million for Scholarships for Disadvantaged Students.

Help provide access to oral health care services in SCHIP. AADR/ADEA rec-
ommends $50 billion in new funds for SCHIP and Medicaid.

Assist people with HIV/AIDS, whose immune systems are weakened, to have ac-
cess to quality dental care. AADR/ADEA recommends $19 million for of the Ryan
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White HIV/AIDS Treatment and Modernization Act, the Dental Reimbursement
Program and the Community-based Dental Partnerships Program.

PREPARED STATEMENT OF THE AMERICAN ASSOCIATION FOR GERIATRIC PSYCHIATRY

The American Association for Geriatric Psychiatry (AAGP) appreciates this oppor-
tunity to present its recommendations on issues related to fiscal year 2008 appro-
priations for mental health research and services. AAGP is a professional member-
ship organization dedicated to promoting the mental health and well being of older
Americans and improving the care of those with late-life mental disorders. AAGP’s
membership consists of approximately 2,000 geriatric psychiatrists as well as other
health professionals who focus on the mental health problems faced by senior citi-
zens.

AAGP appreciates the work this subcommittee has done in recent years in sup-
port of funding for research and services in the area of mental health and aging
through the National Institutes of Health (NIH) and the Substance Abuse and Men-
tal Health Services Administration (SAMHSA). Although we generally agree with
others in the mental health community about the importance of sustained and ade-
quate Federal funding for mental health research and treatment, AAGP brings a
unique perspective to these issues because of the elderly patient population served
by our members.

DEMOGRAPHIC PROJECTIONS AND THE MENTAL DISORDERS OF AGING

With the baby boom generation nearing retirement, the number of older Ameri-
cans with mental disorders is certain to increase in the future. By the year 2010,
there will be approximately 40 million people in the United States over the age of
65. Over 20 percent of those people will experience mental health problems.

Current and projected economic costs of mental disorders alone are staggering. It
is estimated that total costs associated with the care of patients with Alzheimer’s
disease is over $100 billion per year in the United States. Psychiatric symptoms (in-
cluding depression, agitation, and psychotic symptoms) affect 30 to 40 percent of
people with Alzheimer’s and are associated with increased hospitalization, nursing
home placement, and family burden. These psychiatric symptoms, associated with
Alzheimer’s disease, can increase the cost of treating these patients by more than
20 percent.

Depression is another example of a common problem among older persons. Of the
approximately 32 million Americans who have attained age 65, about 5 million suf-
fer from depression, resulting in increased disability, general health care utilization,
and increased risk of suicide. Depression is associated with poorer health outcomes
and higher health care costs. Co-morbid depression with other medical conditions
affects a greater use and cost of medications as well as increased use of health serv-
ices (e.g., medical outpatient visits, emergency visits, and hospitalizations). For ex-
ample, individuals with depression are admitted to the emergency room for hyper-
tension, arthritis, and ulcers at nearly twice the rate of those without depression.
Those individuals with depression are more likely to be hospitalized for hyper-
tension, arthritis, and ulcers than those without depression. Those with depression
experience almost twice the number of medical visits for hypertension, arthritis and
ulcers than those without depression. Finally, the cost of prescriptions and number
of prescriptions for hypertension, arthritis, and ulcers were more than twice than
those without depression.

Older adults have the highest rate of suicide compared to any other age group.
Comprising only 13 percent of the U.S. population, individuals age 65 and older ac-
count for 19 percent of all suicides. The suicide rate for those 85 and older is twice
the national average. More than half of older persons who commit suicide visited
their primary care physician in the prior month—a truly stunning statistic.

THE CHALLENGE OF MEETING THE MENTAL HEALTH NEEDS OF THE AGING POPU-
LATION—PROPOSAL FOR IOM STUDY ON MENTAL HEALTH WORKFORCE NEEDS OF
OLDER AMERICANS

The Institute of Medicine (IOM) of the National Academy of Sciences is currently
undertaking a study of the readiness of the Nation’s healthcare workforce to meet
the needs of its aging population. IOM has recommended in discussions with AAGP
that, because this study will not delve deeply into the composition of the mental
health workforce needed to meet future needs of the elderly, a complementary study
be undertaken to consider specifically this vital area of concern. This complementary
study will focus on the mental health professional workforce that will be needed to
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meet the demands of the aging population in this country. IOM is extremely sup-
portive of this proposed study and feel that it would complement their current study
on broad health needs of older adults. IOM has advised AAGP that $1 million would
be needed to undertake this complementary mental health study.

In discussions with AAGP, the senior staff of IOM suggested the following lan-
guage for inclusion in the fiscal year 2008 Labor HHS Appropriations bill:

“The committee provides $1,000,000 for a study by the Institute of Medicine of
the National Academy of Sciences to determine the multi-disciplinary mental health
workforce needed to serve older adults. The initiation of this study should be not
later than 60 days after the date of enactment of this act, whereby the Secretary
of Health and Human Services shall enter into a contract with the Institute of Medi-
cine to conduct a thorough analysis of the forces that shape the mental health care
workforce for older adults, including education, training, modes of practice, and re-
imbursement.”

This proposal for funding for an IOM study on mental health workforce needs of
older Americans is supported by the IOM, and AAGP strongly urges its inclusion
in the fiscal year 2008 Labor HHS Appropriations bill.

NATIONAL INSTITUTE OF MENTAL HEALTH

In his fiscal year 2008 budget, the President again proposed decreased funding
for the National Institutes of Health (NIH). This decline in funding would have a
devastating impact on the ability of NIH to sustain the ongoing, multi-year research
grants that have been initiated in recent years.

AAGP would like to call to the subcommittee’s attention the fact that, even in the
years in which funding was increased for NIH and NIMH, these increases did not
always translate into comparable increases in funding that specifically address prob-
lems of older adults. Data supplied to AAGP by NIMH indicates that while extra-
mural research grants by NIMH increased 59 percent during the 5-year period from
fiscal year 1995 through fiscal year 2000 (from $485,140,000 in fiscal year 1995 to
$771,765,000 in fiscal year 2000), NIMH grants for aging research increased at less
than half that rate: only 27.2 percent during the same period (from $46,989,000 to
$59,771,000).

Despite the fact that over the past 6 years Congress, through committee report
language, has specifically urged NIMH to increase research grant funding devoted
to older adults, this has not occurred. The critical disparity between Federally fund-
ed research on mental health and aging and the projected mental health needs of
older adults is continuing. If the mental health research budget for older adults is
not substantially increased immediately, progress to reduce mental illness among
the growing elderly population will be severely compromised. While many different
types of mental and behavioral disorders occur in late life, they are not an inevitable
part of the aging process, and continued and expanded research holds the promise
of improving the mental health and quality of life for older Americans.

CENTER FOR MENTAL HEALTH SERVICES

It is also critical that there be adequate funding for the mental health initiatives
under the jurisdiction of the Center for Mental Health Services (CMHS) within
SAMHSA. While research is of critical importance to a better future, the patients
of today must also receive appropriate treatment for their mental health problems.
SAMHSA provides funding to State and local mental health departments, which in
turn provide community-based mental health services to Americans of all ages,
without regard to the ability to pay. AAGP was pleased that the final budgets for
the last 5 years have included $5 million for evidence-based mental health outreach
and treatment to the elderly. AAGP worked with members of this subcommittee and
its Senate counterpart on this initiative, which is a very important program for ad-
dressing the mental health needs of the Nation’s senior citizens. However, AAGP
is extremely alarmed to see that this program was eliminated in President Bush’s
fiscal year 2008 budget proposal. Restoring and increasing this mental health out-
reach and treatment program must be a top priority, as it is the only Federally
flan(lled services program dedicated specifically to the mental health care of older
adults.

The greatest challenge for the future of mental health care for older Americans
is to bridge the gap between scientific knowledge and clinical practice in the commu-
nity, and to translate research into patient care. Adequate funding for this geriatric
mental health services initiative is essential to disseminate and implement evi-
dence-based practices in routine clinical settings across the States. Consequently,
we would urge that the $5 million for mental health outreach and treatment for the
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elderly included in the CMHS budget for fiscal year 2007 be increased to $20 million
for fiscal year 2008. Of that $20 million appropriation, AAGP believes that $10 mil-
lion should be allocated to a National Evidence-Based Practices Program, which will
disseminate and implement evidence-based mental health practices for older per-
sons in usual care settings in the community. This program will provide the founda-
tion for a longer-term national effort that will have a direct effect on the well-being
and mental health of older Americans.

HEALTH RESOURCES AND SERVICES ADMINISTRATION

Despite growing evidence of the need for more geriatric specialists to care for the
Nation’s elderly population, a critical shortage persists. AAGP appreciates the work
of this subcommittee in providing for the restoration of funding for the geriatric
health professions programs under Title VII of the Public Health Service Act, which
was eliminated for fiscal year 2006. The restoration of this programs has prevented
a devastating impact on physician workforce development over the next decade,
with would have dangerous consequences for the growing population of older adults
who will need access to appropriate specialized care. The administration has again
proposed eliminating most Title VII programs, including geriatrics. We urge the
subcommittee to fund them at the final fiscal year 2007 level. The geriatric health
professions program supports three important initiatives. The Geriatric Faculty Fel-
lowship trains faculty in geriatric medicine, dentistry, and psychiatry. The Geriatric
Academic Career Award program encourages newly trained geriatric specialists to
move into academic medicine. The Geriatric Education Center (GEC) program pro-
vides grants to support collaborative arrangements that provide training in the di-
agnosis, treatment, and prevention of disease.

CONCLUSION

Based on AAGP’s assessment of the current need and future challenges of late life
mental disorders, we submit the following fiscal year 2008 funding recommenda-
tions:

1. An Institute of Medicine study on the future mental health workforce needs for
gldtla{) 1z\;l/[dults should be funded at $1 million. This proposed report is fully supported

y .

2. The current rate of funding for aging grants at NIMH and CMHS is inadequate
and should be increased to at least three times their current funding levels. In addi-
tion, the substantial projected increase in mental disorders in our aging population
should be reflected in the budget process in terms of dollar amount of grants and
absolute number of new grants.

3. To help the country’s elderly access necessary mental health care, previous
years’ funding of $5 million for evidence-based mental health outreach and treat-
ment for the elderly within CMHS must be increased to $20 million.

4. Funding for the geriatric health professions program under Title VII of the
Public Health Service Act should be continued at fiscal year 2007 levels.

AAGP looks forward to working with the members of this subcommittee and oth-
ers in Congress to establish geriatric mental health research and services as a pri-
ority at appropriate agencies within the Department of Health and Human Services.

PREPARED STATEMENT OF THE AMERICAN ASSOCIATION OF IMMUNOLOGISTS

The American Association of Immunologists (“AAI”), a not-for-profit professional
society representing more than 6,500 of the world’s leading experts on the immune
system, appreciates having this opportunity to submit testimony regarding fiscal
year 2008 funding for the National Institutes of Health (NIH). The NIH budget is
of great concern to our members—research scientists and physicians who work in
academia, government, and industry—many of whom depend on NIH funding to
support their work.! With approximately 83 percent of NIH’s $28.9 billion budget
awarded to more than 325,000 scientists throughout the United States and around
the world, NIH’s funding level drives not only the advancement of immuno-logical
and biomegical research, but also the economic activity that fuels local and national
economies.

1The majority of AAI members are medical school and university professors and researchers
who receive research grants from NIH, and in particular from the National Institute of Allergy
and Infectious Diseases (NIAID), the National Cancer Institute (NCI), and the National Insti-
tute on Aging (NIA).

2NIH funding “supports peer-reviewed . . . research at more than 3,000 universities, medical
schools, hospitals, and research institutions throughout the 50 States and over-
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WHY IMMUNOLOGY?

Basic research on the immune system provides a foundation for the discovery of
ways to prevent, treat, and cure disease through the development of diagnostics,
vaccines, and therapeutics.? Immunologists use animal models to test theories about
immune system function and treatments;* if successful, treatments are then tested
on human subjects through clinical trials before being approved for use by the Food
and Drug Administration (“FDA”) and made available to the general population.

Immunological research focuses on many of the diseases that most threaten life
and health: infectious diseases like HIV/AIDS, influenza and avian flu, and malaria;
and chronic diseases, like diabetes, cancer, and autoimmune diseases. In recent
years, immunologists have also been studying the immune response to natural infec-
tious organisms that may be modified for use as agents of bioterrorism, including
plague, smallpox, and anthrax. As described below, this crucial work is already
bearing fruit.

RECENT SCIENTIFIC DISCOVERIES: BLOCKBUSTERS AND HOPE

The past year has brought tremendous advances in vaccine development, with
promising results in preliminary clinical trials of a vaccine for HIV/AIDS. The vac-
cine has been shown to be safe and to stimulate cellular immune responses against
HIV in more than half of the subjects. Scientists have also discovered that the chick-
enpox vaccine can be given to adults in order to prevent the occurrence of painful
shingles in later years. The hallmark of recent vaccine research was the final FDA
approval of the first vaccine against cancer, a vaccine for HPV (Human
Papillomavirus). HPV infects over 8 percent of women aged 15-50 and can cause
cervical cancer; the new vaccine is efficacious both in preventing primary infection
and importantly, in reducing the incidence of cervical cancer.

Immunologists have also made novel insights into understanding “innate” or “nat-
ural” immune responses (those that do not require immunization or prior exposure)
and the role of soluble factors in inflammation; this has helped scientists discover
what appears to have made the 1918 influenza strain so deadly. This discovery may
lead to more effective life-saving treatments for influenza patients and will also
have broader implications for diseases caused by pandemic influenza, other viruses
and bacteria. This and other such advances depend on substantial, reliable, and sus-
tained public investment in basic immunological research.

BUT THE NIH BUDGET HAS GONE DOWN, THREATENING ONGOING PROGRESS

AAI is very grateful to this subcommittee and the Congress for its successful bi-
partisan effort to double the NIH budget from fiscal year 1999 to fiscal year 2003.
This unprecedented commitment by the Federal Government to biomedical research
allowed scientists to grow the research enterprise and train new young investiga-
tors. Researchers had begun to capitalize on many important advances, leading to
increased translational and clinical applications. Unfortunately, this momentum has
already been hampered by sub-inflationary budget increases since fiscal year 2003.5
As a result, although the NIH budget has slightly increased (from $27.067 billion
in fiscal year 2003 to $28.931 billion in fiscal year 2007), NIH has already lost about

seas . . . . Additionally, NIH supports 6,000 intramural scientists in its own laboratories.” Fis-
cal Year 2008 Director’s Budget Request Statement: Fiscal Year 2008 Budget Request, Witness
appearing before the House Subcommittee on Labor-HHS-Education Appropriations, Elias A.
Zerhouni, M.D., Director, National Institutes of Health (March 6, 2007).

3The immune system works by recognizing and attacking “foreign invaders” (i.e., bacteria and
viruses) inside the body and by controlling the growth of tumor cells. A healthy immune system
can protect its human or animal host from illness or disease either entirely—by attacking and
destroying the virus, bacterium, or tumor cell—or partially, resulting in a less serious illness.
It will also reject transplanted organs and bone marrow. The immune system can malfunction,
allowing the body to attack itself instead of an invader (resulting in an “autoimmune” disease
like Type 1 diabetes, multiple sclerosis, or rheumatoid arthritis).

4Without animal experimentation, immunologists and other researchers would have to use
human subjects, an ethically unacceptable alternative. Despite the clear necessity for animal re-
searc}ﬁ, scientists continue to be threatened by people and organizations that oppose such re-
search.

5NIH funding increases since the doubling period ended [fiscal year 2004 (3.03 percent), fiscal
year 2005 (2.18 percent) and fiscal year 2006 (—.12 percent)] have all been below the “Bio-
medical Research and Development Price Index (“‘BRDPI”), a U.S. Department of Commerce an-
nual estimate of the cost of inflation for biomedical research. U.S. Department of Health and
Human Services memo dated February 5, 2007: “Biomedical Research and Development Price
Index: Fiscal Year 2006 Update and Projections for Fiscal Year 2007-2012.” http:/
officeofbudget.od.nih.gov/PDF/BRDPI letter 25 07.pdf http://officeofbudget.od.nih.gov/
BRDPI 2 5 07.pdf
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8.5 percent in purchasing power since fiscal year 2003. This loss in purchasing
power, which would grow to about 13.3 percent if the President’s fiscal year 2008
budget were approved,® is already having a devastating effect:

1. Key NIH Institutes have already had to drop their RO1 paylines to 10-14 per-
cent, significantly below the approximately 22 percent funded during the doubling.
With funding so low, even outstanding grant applications are not being funded on
their first submission, forcing even the most successful senior investigators to spend
valuable time on revising and resubmitting their applications.

2. The President’s budget would provide no inflationary increases for direct, recur-
ring costs in non-competing Research Project Grants (RPGs), for the 3rd straight

ear.

3. Although the fiscal year 2007 Joint Funding Resolution provides $91 million
to fund 1,500 first-time investigators, the President’s fiscal year 2008 budget will
either be unable to sustain that promising new effort, or will do so at the expense
of funding established investigators.

4. The President’s budget would not permit increases in already inadequate sti-
pends and benefits for post-doctoral fellows, whose work is critical to today’s estab-
lished investigators and who will be the principal scientists of tomorrow.

The President’s fiscal year 2008 budget would have rapid and long-term adverse
repercussions on Americans’ health and the national economy: in addition to their
terrible human toll, disease and disability cost society trillions of dollars annually
in medical care, lost wages and benefits, and lost productivity.” The President’s
budget would also jeopardize the future of the biomedical research enterprise: our
brightest young people will be deterred from pursuing biomedical research careers
if their chances of receiving an NIH grant, or of being able to sustain a career as
an NIH-funded scientist, do not improve. If we are unable to attract and retain the
best young minds, the United States will lose more of its senior scientists, as well
as its preeminence in medical research, science, and technology, to nations (includ-
ing India, Singapore, and China) that are already investing heavily in this essential
economic sector.

AAI RECOMMENDS A 6.7 PERCENT BUDGET INCREASE FOR FISCAL YEAR 2008

AAT urges the subcommittee to increase the NIH budget by 6.7 percent ($1.9 bil-
lion) in fiscal year 2008, to $30.8 billion. This increase, which is only 3 percent
above the projected rate of biomedical research inflation,® would begin to restore the
loss in purchasing power that has occurred since the NIH budget doubling ended
in fiscal year 2003. (Full restoration will require that NIH also receive 6.7 percent
increases in fiscal year 2009 and fiscal year 2010.)

REAL AND IMMEDIATE THREATS: INFLUENZA AND BIOTERRORISM

Seasonal influenza leads to more than 200,000 hospitalizations and about 36,000
deaths nationwide in an average year. Moreover, an influenza pandemic as serious
as the one that occurred in 1918 could result in the illness of almost 90 million
Americans and the death of more than 2 million, at a projected cost of $683 billion.?
And yet, while one potential pandemic influenza strain, H5N1 (avian influenza), has
already killed more than 150 people around the world, the President’s fiscal year
2008 NIH budget will permit NIAID to devote only $223.2 million to influenza
($11.5 million more than fiscal year 2007). This is an insufficient increase for the
agency with primary responsibility for both the scientific research and clinical trials
needed to develop vaccines, antiviral drugs, and diagnostic tools to combat both sea-
sonal and pandemic influenza.10

AAI is also concerned that the President’s fiscal year 2008 NIH budget leaves in-
adequate funding for biodefense research; the $1.7 billion allocated represents a net
decrease of 0.4 percent (4.1 percent after accounting for projected inflation) from fis-

6 The President’s fiscal year 2008 budget cuts the NIH budget by about $529 million.

7National health expenditures cost $3.28 trillion in 2006 and are projected to rise to $4.1 tril-
lion in 2016. U.S. Department of Health and Human Services—Centers for Medicare and Med-
icaid Services National Health Expenditure Data http://www.cms.hhs.gov/
NationalHealthExpendData/downloads/proj2006.pdf http://www.cms.hhs.gov/
NationalHealthExpendData/downloads/highlights.pdf

8See Footnote 5, supra. The BRDPI for fiscal year 2008 is projected to be 3.7 percent.

9 A report issued by Trust for America’s Health (“Pandemic Flu and the Potential for U.S. Eco-
nomic Recession”) predicts that a severe pandemic flu outbreak could result in the second worst
recession in the United States since World War II, resulting in a drop in the U.S. Gross Domes-
tic Product of over 5.5 percent.

10The Department of Health and Human Services Pandemic Influenza Preparedness and Re-
sponse Plan gives primary responsibility to NIH, and specifically to NIAID.
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cal year 2007. Although the availability of non-recurring construction costs will
allow NIAID to devote an additional $17 million to this research, this inadequate
increase is restricting research into the human response to the many natural and
man-made pathogens that could be used for nefarious purposes.

AAI strongly believes that the best preparation for a pandemic or bioterrorism is
to focus on basic research: for a pandemic, the focus should be on seasonal flu, in-
cluding building capacity, pursuing new production methods (cell based), and seek-
ing optimized flu vaccines and delivery methods. For bioterrorism, the focus should
be on identifying new pathogens, understanding the immune response, and devel-
opinlg1 tools (including new and more potent vaccines) to protect against the patho-
gen.

The new “National Institutes of Health (NIH) Reform Act of 2006”

The NIH Reform Act of 2006 calls for the establishment of a Division of Portfolio
Analysis and Strategic Initiatives to better analyze NIH’s portfolio, provide leader-
ship and coordination for trans-NIH research initiatives (including the NIH “Road-
map for Medical Research”), and fund new trans-NIH initiatives through a “Com-
mon Fund”. Although AAI supports this effort to improve NIH analysis and man-
agement, AAI urges (1) that the funds allocated to the Common Fund not grow fast-
er than the overall NIH budget, and (2) that all Common Fund awards/grants be
awarded through a rigorous peer review process.

The NIH effort to require all grantees to give NIH author manuscripts

AALI strongly opposes any effort to require NIH grantees to submit to NIH manu-
scripts reporting research funded by NIH. Rather, AAI believes that NIH should
partner with not-for-profit scientific publishers to provide public access to NIH-fund-
ed research results rather than to duplicate, at great cost to NIH and taxpayers,
services which are already provided cost-effectively and well by the private sector.
AAT urges the subcommittee to require NIH to work with the not-for-profit scientific
publishing community to develop a plan to enhance public access that addresses
publishers’ concerns, including ensuring journals’ continued ability to provide high
quality, independent peer review of NIH-supported research.

Preserving high quality peer review and ensuring the independence of science

Millions of lives—as well as the prudent use of taxpayer dollars—depend on the
independence of scientists and the willingness of government officials to accept the
best, most independent scientific advice available. AAI urges this subcommittee to
ensure that funds expended enhance the ability of scientists to provide independent
scientific advice (particularly on government advisory panels) and to ensure the
vigor of peer review, whether through the NIH peer review system or by supporting
the vitality of independent scientific journals which provide independent, expert
peer review of taxpayer funded research.

Ensuring NIH operations and oversight

AAI is concerned that the President’s fiscal year 2008 budget proposal for Re-
search, Management and Services (RM&S), which supports the management, moni-
toring, and oversight of all research activities (including NIH’s peer review process),
receives an increase of only $10 million (89 percent). AAI urges the subcommittee
to explore whether this sub-inflationary increase will harm NIH’s ability to super-
vise a portfolio of increasing size and complexity, and to ensure that NIH funds are
well and properly spent.

CONCLUSION

AAI greatly appreciates this opportunity to submit testimony and thanks the
members of the subcommittee for their strong support for biomedical research, the
NIH, and the scientists who devote their lives to preventing, treating, and curing
disease.

PREPARED STATEMENT OF THE AMERICAN ASSOCIATION OF MUSEUMS

Chairman Harkin, Senator Specter and distinguished members of the sub-
committee, the American Association of Museums (AAM) appreciates the oppor-

11The President’s fiscal year 2008 HHS budget requests only $211 million for the Biomedical
Advanced Research and Development Agency (“BARDA”), a new agency established to foster the
translation of NIH research into development of medical and bioterrorism countermeasures. AAI
is concerned that if BARDA’s budget is inadequate to support its work, NIH may be forced to
assume either duties or costs for BARDA.
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tunity to submit testimony on the fiscal year 2008 budget for the museum program
at the Institute of Museum and Library Services (IMLS). This agency is the primary
Federal entity devoted to assisting museums in fulfilling their role as centers for
lifelong learning for all Americans. We respectfully request your approval of the ad-
ministration’s budget request of $39.897 million for grants to museums adminis-
tered through the Office of Museum Services and the agency’s overall budget re-
quest of $271.246 million, which reflects a strong endorsement of the vital public
service role museums play in their communities.

The American Association of Museums has been bringing museums together since
1906, helping to develop standards and best practices, gathering and sharing knowl-
edge, and providing advocacy on issues of concern to the entire museum community.
AAM currently represents more than 15,000 individual museum professionals and
volunteers, 3,000 institutions, and 300 corporate members.

Our Nation’s museums are vital community assets. With more than 17,000 insti-
tutions collectively holding our Nation’s cultural and natural heritage, they serve as
a catalyst for our citizens to pursue a greater understanding of the world around
them. Every day museums save the memories of our civilization and help create
new memories for our visitors. We feed preschoolers’ imaginations at children’s mu-
seums; engage elementary school students in learning about art, history and
science; provide teenagers and college students with opportunities to share new
found knowledge as tour guides and floor staff; stimulate adult learning with lec-
tures on wide array of topics; and offer grandparents a place to share memories and
stories with their grandchildren.

Within your own State, you could easily name with pride the many museums in
the communities you serve such as the Dubuque County Historical Society’s Mis-
sissippi River Museum and Aquarium in Iowa or the Franklin Institute in Philadel-
phia. The vast majority of museums operate as private nonprofit organizations with
nominal government funding unlike other community assets such as schools and li-
braries. According to our most recent financial survey, nonprofit museums receive
approximately 16 percent of their budget from local, State, and the Federal Govern-
ment. The bulk of their income is derived from private philanthropy in the form of
donations, grants and corporate sponsorships and earned income from admission
and gift shop sales.

It is critical, therefore, that the Federal Government continue to show leadership
by supporting investments to advance America’s museums in four important areas—
caring for and conserving our collections, improving museum programs and oper-
ations, supporting museum professional’s development, and conducting research and
collecting data to help policymakers, museum trustees and leaders make smart deci-
sions.

CARING FOR AND CONSERVING OUR COLLECTIONS

The Heritage Health Index, an example of IMLS-supported research, documented
the condition of America’s collections held in our Nation’s museums, libraries, ar-
chives, historical societies and scientific research organizations. It is the first com-
prehensive survey ever conducted of the condition and preservation needs of our Na-
tion’s collections. Through the survey we learned that more than 630 million arti-
facts—works of art, historic objects, photographs, natural science specimens, books
and periodicals—are at risk and require immediate attention and care.

As a result of this study, IMLS has made a commitment to increase public aware-
ness and support for collections care. A national conservation summit will be held
here in Washington this spring with future forums planned in four cities across the
country to discuss this issue. We are excited at the prospect of increasing attention
to this issue, as museums are responsible for the care of hundreds of millions of
works of art, artifacts, and scientific specimens, which continue to grow in numbers.

Information related to collections stewardship continues to be the most frequently
requested area where AAM members seek guidance on professional standards and
best practices. Resources for collections care are often limited, especially in our
small and mid-size institutions, due in part to the behind-the-scenes nature of the
work. It is not well understood by the public and private funders. We are hopeful
that a renewed commitment to and increased public awareness will bring new re-
sources to museums to address the preservation and conservation needs that make
public exhibitions possible.

IMLS assists museums with collections issues by providing consultation services
through the Conservation and Museum Assessment Programs and financial assist-
ance through the Conservation Project Support program to help ensure some basic
safekeeping of museum collections. The demand for this support regularly exceeds
the funds available. In fiscal year 2006, IMLS received 144 grant applications and
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funded only 40 projects. Recipients matched the nearly $2.8 million IMLS awarded
with an additional $4.6 million. The grants are helping these museums examine,
document, treat, stabilize, and restore their collections. For example, IMLS sup-
ported a detailed conservation survey by the Putnam Museum of History and Nat-
ural Science in Davenport, Iowa of its approximately 800 lacquered and wood objects
in their Japanese and Chinese collections.

IMPROVING MUSEUM PROGRAMS AND OPERATIONS

Since its inception, AAM has served as a forum for discussing, developing, dis-
seminating, and measuring museum performance standards. In 1967, President
Lyndon B. Johnson asked the U.S. Federal Council on the Arts and Humanities to
conduct a study on the status of American museums and recommend ways to sup-
port and strengthen them. From this study, America’s Museums: The Belmont Re-
port, the AAM accreditation program was born. In 1971 AAM first recognized the
achievement of 16 museums in meeting the highest standards of the profession. The
Accreditation program continues to evolve. Over the past three decades, the pro-
gram has been a critical tool in advancing the entire museum field, insured trans-
parency and good governance to help museums operate in the best interest of the
public.

As our partner in helping museums achieve excellence, IMLS has supported the
Museum Assessment Program (MAP). MAP helps museums maintain and improve
their operations. Museums participating in the program learn their strengths and
weaknesses, receive guidance on how to improve their operations and set institu-
tional priorities. The public benefits by having museums that are striving to im-
prove their operations so they are in a better position to serve them through their
public programs and fulfilling their collections stewardship responsibilities.

IMLS also supports museums in their efforts to continue to improve and expand
their public service through the Museums for America program. In the program’s
first 3 years, fiscal year 2004-fiscal year 2006, more than 500 grants totaling $50.2
million have been awarded. The flexibility of the program has been invaluable to
our museums. It allows them to apply for funds to address those high-priority activi-
ties that advance their institution’s strategic plans. Grants have helped museums
deal with a range of issues such as behind-the-scenes collections management
projects and staff training, investments in digital technology to broaden public ac-
cess, planning new public programs, and improving visitor experiences. In fiscal
year 2006, the agency received 425 eligible grant applications and only 177 awards
could be made.

Among those who were successful, the Children’s Museum of Pittsburgh received
support for improving its “Real Stuff” exhibits which are at the heart of the mu-
seum. The museum is seeking to make changes to areas which have low levels of
visitor engagement. Modifications and new exhibits will be based on evaluations
from its partnership with the University of Pittsburgh Center for Learning in Out-
of-School Environments.

SUPPORTING MUSEUM PROFESSIONAL DEVELOPMENT

While museums have long supported the public pursuit of lifelong learning, the
staff of museums must also continue to learn. Building the 21st century museum
workforce is critical to ensure that museums have both intellectual leadership and
financial stability to carry out their mission. The skills required of today’s museum
directors have changed. In the past, trustees sought individuals with a scholarly
knowledge in the area of the museum’s collection. Today museum boards are pri-
marily looking for strategic thinkers, excellent communicators, and outstanding
fundraisers who have energy, creativity, and an entrepreneurial focus. Museum op-
erations have grown more complex and their leaders need much broader business
skills.

Successful museum directors also need capable professionals who have the skills
and knowledge to both move the institution forward and attend to the daily oper-
ations of running a museum. According to AAM’s most recent financial survey, the
median number of employees in a museum is 6 full-time and 4 part-time paid staff
with 60 volunteers. This includes curators, educators, registrars, accountants, mar-
keting and development professionals with some wearing more than one hat. Unlike
our business counterparts, nonprofit museums are not investing time and money to
develop and train their staff. Unfortunately, resources for training and career devel-
opment are scarce. We see this as a looming problem as museums compete with
other nonprofits to find and hire future leaders from a shrinking pool of qualified
applicants.
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In creating the 21st Century Museum Professionals program, IMLS is just begin-
ning to help our field identify strategies for addressing these challenges. In the first
year of the program, IMLS received 55 applications but only had the resources to
award four grants. There is much work to be done. We urge you to provide the $2.14
million request by the agency and to consider increasing future investment in work-
force development substantially.

CONDUCTING RESEARCH AND COLLECTING DATA

It is critical for IMLS to conduct research that assists museum professionals in
making critical decisions about their daily operations, demonstrating their public
value, ensuring their long-term viability and most effectively meet the needs of the
diverse communities they serve. We need basic census data about museums, such
as how many museums there are in the United States, how many people work in
museums (both paid, professional staff and volunteers), and how many people visit
museums annually. A commitment to regular data collection is critical to identifying
trends that would inform decision-making by IMLS and the museum community.

For example the 2002 IMLS study, “True Needs, True Partners”, about museums
serving schools, documented not only the growth in the number of schools, students
and teachers served, but also the changing nature of the services provided by muse-
ums. This research has helped museum professionals and their school partners un-
derstand the evolving nature of their work and documented the growing financial
commitment museums have made to public education and how museums have ex-
panded the learning experience for K-12 students.

A number of other topics should be the subject of future research, such as: meas-
uring the social contributions of museums at the national level; studying the skills
necessary to be a 21st century museum professional; supporting field research that
collects core data, such as financial benchmarks and attendance figures; and exam-
ining areas of special interest to segments of the museum field. We need this infor-
mation and data so that museum leaders and trustees, policy makers at all levels
of government and private funders can make informed decisions about the future
of our Nation’s more than 17,000 museums.

CONCLUSION

We recognize that you face difficult choices in allocating resources. Our appeal is
to ask you to consider what we lose if we do not continue to invest in our Nation’s
museums. The public places a great trust in our ability to preserve not only physical
artifacts, but more importantly the stories and memories of our people and our Na-
tion. We need museums where you can learn about the past and dream of the fu-
ture, explore the smallest bugs to the vast expanses of our universe, and experience
awe and wonder in the beauty of our world. We cannot do this alone. Working to-
gether we can and will continue to inspire future generations of citizens to become
thoughtful leaders, creative entrepreneurs, scientists, artists and educators.

PREPARED STATEMENT OF THE AMERICAN ASSOCIATION OF NURSE ANESTHETISTS

The AANA is the professional association for more than 36,000 Certified Reg-
istered Nurse Anesthetists (CRNAs) and student nurse anesthetists representing
over 90 percent of the nurse anesthetists in the United States. Today, CRNAs are
directly involved in delivering 27 million anesthetics given to patients each year in
the United States. CRNA services include administering the anesthetic, monitoring
the patient’s vital signs, staying with the patient throughout the surgery, as well
as providing acute and chronic pain management services. CRNAs provide anes-
thesia for a wide variety of surgical cases and are the sole anesthesia providers in
almost 70 percent of rural hospitals, affording these medical facilities obstetrical,
surgical, and trauma stabilization, and pain management capabilities. CRNAs work
in every setting in which anesthesia is delivered including hospital surgical suites
and obstetrical delivery rooms, ambulatory surgical centers (ASCs), pain manage-
ment units and the offices of dentists, podiatrists and plastic surgeons.

Nurse anesthetists are experienced and highly trained anesthesia professionals
whose record of patient safety in the field of anesthesia was bolstered by the Insti-
tute of Medicine report that found in 2000, that anesthesia is 50 times safer than
20 years previous. (Kohn L, Corrigan J, Donaldson M, ed. To Err is Human. Insti-
tute of Medicine, National Academy Press, Washington, DC, 2000.) Nurse anes-
thetists continue to set for themselves the most rigorous continuing education and
re-certification requirements in the field of anesthesia. Relative anesthesia patient
safety outcomes are comparable among nurse anesthetists and anesthesiologists,
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with Pine having recently concluded, “the type of anesthesia provider does not affect
inpatient surgical mortality.” (Pine, Michael MD et al. Surgical mortality and type
of anesthesia provider. Journal of American Association of Nurse Anesthetists. Vol.
71, No. 2, p. 109-116. April 2003.) Even more recently, obstetrical anesthesia,
whether provided by Certified Registered Nurse Anesthetists (CRNAs) or anesthe-
siologists, is extremely safe, and there is no difference in safety between hospitals
that use only CRNAs compared with those that use only anesthesiologists, according
to the results of a new study published in the January/February issue of Nursing
Research (Vol. 56, No. 1, pp. 9-17). In addition, a recent AANA workforce study’s
data showed that CRNAs and anesthesiologists are substitutes in the production of
surgeries. Through continual improvements in research, education, and practice,
nurse anesthetists are vigilant in their efforts to ensure patient safety.

CRNAs provide the lion’s share of the anesthesia care required by our U.S. Armed
Forces through active duty and the reserves, from here at home to the leading edge
of the field of battle. In May 2003, at the beginning of “Operation Iraqi Freedom”
364 CRNAs were deployed to the Middle East to ensure military medical readiness
capabilities. For decades, CRNAs have staffed ships, remote U.S. military bases, and
forward surgical teams without physician anesthesiologist support.

IMPORTANCE OF TITLE VIII NURSE ANESTHESIA EDUCATION FUNDING

The nurse anesthesia profession’s chief request of the subcommittee is for $4 mil-
lion to be reserved for nurse anesthesia education and $76 million for advanced edu-
cation nursing from the Title VIII program. This sustained funding is justified by
two facts. First, there is a vacancy rate of nurse anesthetists in the United States
impacting people’s healthcare. Second, the Title VIII program, which has been
strongly supported by members of this subcommittee in the past, is an effective
means to help address the nurse anesthesia workforce demand. This demand for
CRNASs is something that the nurse anesthesia profession addresses every day with
success, and with the critical assistance of Federal funding through HHS’ Title VIII
appropriation.

The administration’s 2008 budget eliminates funding for Advanced Education
Nursing. We believe that nursing and nursing education workforce needs are such
that this funding must not be eliminated, but preserved and increased for 2008 to
meet patient care needs.

The increase in funding for advanced education nursing from $58 million to $76
million is necessary to meet the continuing demand for nursing faculty and other
advanced education nursing services throughout the United States. Only a limited
number of new programs and traineeships can be funded each year at the current
funding levels. The program provides for competitive grants and contracts to meet
the costs of projects that support the enhancement of advanced nursing education
and practice and traineeships for individuals in advanced nursing education pro-
grams. This funding is critical to the efforts to meet the nursing workforce needs
of Americans who need healthcare.

In 2003, the AANA conducted a nurse anesthesia workforce study that found a
12 percent vacancy rate in hospitals for CRNAs, and a lower vacancy rate in ambu-
latory surgical centers. The supply has increased in recent years, stimulated by in-
creases in the number of CRNAs trained. However, there is a reasonable question
of whether these increases are enough to offset the number of CRNAs intending to
retire over the next few years. The retirement of baby boomers, both among patients
and CRNAs alike, requires a continuous growth in the number of nurse anesthesia
graduates to meet anticipated demand for anesthesia services.

The problem is not that our 105 accredited programs of nurse anesthesia are fail-
ing to attract qualified applicants. They have to turn them away by the hundreds,
because the capacity of nurse anesthesia educational programs to educate qualified
applicants is limited by the number of faculty, the number and characteristics of
clinical practice educational sites, and other factors. A qualified applicant to a
CRNA program is a bachelor’s educated registered nurse who has spent at least 1
year serving in an acute care healthcare practice environment. Nurse anesthesia
educational programs are located all across the country including the following:

No. of Accredited
State Nurse Anesthesia
Programs
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Recognizing the importance of nurse anesthetists to quality healthcare, the AANA
has been working with the 105 accredited programs of nurse anesthesia to increase
the number of qualified graduates. In addition, the AANA has worked with nursing
and allied health deans to develop new CRNA programs.

The Council on Certification of Nurse Anesthetists (CCNA) reports that in 1999,
our schools produced 948 new graduates. In 2005, that number had increased to
1,790, an 89 percent increase in just 5 years. This growth is expected to continue.
The CCNA projects CRNA programs to produce over 2,000 graduates in 2007.

To truly meet the nurse anesthesia workforce challenge, the capacity and number
of CRNA schools must continue to expand. With the help of competitively awarded
grants supported by Title VIII funding, the nurse anesthesia profession is making
significant progress, expanding both the number of clinical practice sites and the
number of graduates.

The AANA is pleased to report that this progress is extremely cost-effective from
the standpoint of Federal funding. Anesthesia can be provided by nurse anes-
thetists, physician anesthesiologists, or by CRNAs and anesthesiologists working to-
gether. As mentioned earlier, the study by Pine et al confirms, “the type of anes-
thesia provider does not affect inpatient surgical mortality.” Yet, for what it costs
to educate one anesthesiologist, several CRNAs may be educated to provide the
same service with the same optimum level of safety. Nurse anesthesia education
represents a significant educational cost/benefit for supporting CRNA educational
programs with Federal dollars vs. supporting other models of anesthesia education.

To further demonstrate the effectiveness of the Title VIII investment in nurse an-
esthesia education, the AANA surveyed its CRNA program directors in 2003 to
gauge the impact of the Title VIII funding. Of the eleven schools that had reported
receiving competitive Title VIII Nurse Education and Practice Grants funding from
1998 to 2003, the programs indicated an average increase of at least 15 CRNAs
graduated per year. They also reported on average more than doubling their number
of graduates, who provide care to patients during and following their education.
Moreover, they reported producing additional CRNAs that went to serve in rural or
medically underserved areas. Under both of these circumstances, an increased num-
ber of student nurse anesthetists and CRNAs are providing healthcare to the people
of medically underserved America.

We believe it is important for the subcommittee to allocate $4 million for nurse
anesthesia education for several reasons. First, as this testimony has documented,
the funding is cost-effective and well needed. Second, the Title VIII authorization
previously providing such a reserve expired in September 2002. Third, this par-
ticular funding is important because nurse anesthesia for rural and medically un-
derserved America is not affected by increases in the budget for the National Health
Service Corps and community health centers, since those initiatives are for deliv-
ering primary and not surgical healthcare. Lastly, this funding meets an overall ob-
jective to increase access to quality healthcare in medically underserved America.

TITLE VIII FUNDING FOR STRENGTHENING THE NURSING WORKFORCE

The AANA joins a growing coalition of nursing organizations, including the Amer-
icans for Nursing Shortage Relief (ANSR) Alliance and representatives of the nurs-
ing community, and others in support of the subcommittee providing a total of $200
million in fiscal year 2008 for nursing shortage relief through Title VIII. This
amount is approximately $51 million over the fiscal year 2007 level and $95 million
above the President’s fiscal year 2008 budget.

Every district in America is familiar with the importance of nursing. The AANA
appreciates the support for nurse education funding in fiscal year 2007 and past fis-
cal years from this subcommittee and from the Congress.

The need for strengthening nurse educational funding to strengthen our
healthcare is clear. According to the Office of the Actuary at the Centers for Medi-
care & Medicaid Services, America spent about $2 trillion on healthcare in the most
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recent year for which the agency had records, the year 2005. About $342 billion of
that was from Medicare outlays. Medicaid spending was $313 billion. The Congres-
sional Budget Office States that Medicare directs about $8.7 billion of its outlays
to Graduate Medical Education (GME), of which $2.3 billion was Direct GME. Ap-
proximately 99 percent of that educational funding helps to educate physicians and
allied health professionals, and about 1 percent is allocated to help educate nurses.

In the interest of patients past and present, particularly those in rural and medi-
cally underserved parts of this country, we ask Congress to reject cuts from Federal
investments in CRNA and nursing educational funding programs, and to provide
these programs the sustained increases required to help ensure Americans get the
healthcare that they need and deserve. Quality anesthesia care provided by CRNAs
saves lives, promotes quality of life, and makes fiscal sense. This Federal support
for nurse education will improve patient access to quality services and strengthen
the Nation’s healthcare delivery system.

Thank you.

PREPARED STATEMENT OF THE AMERICAN BRAIN COALITION
INTRODUCTION

The National Institutes of Health (NIH) is the world’s leader in medical discov-
eries that improve people’s health and save lives. NITH-funded scientists investigate
ways to prevent, treat, and even cure the complex diseases of the brain. Because
there is much work still to be done, the American Brain Coalition writes to ask for
your support for biomedical research funding at NIH.

WHAT IS THE AMERICAN BRAIN COALITION?

The American Brain Coalition (ABC) is a nonprofit organization that seeks to re-
duce the burden of brain disorders and advance the understanding of the functions
of the brain. The ABC, made up of nearly 50 member organizations, brings together
afflicted patients, the families of those that suffer, the caregivers, and the profes-
sionals that research and treat diseases of the brain.

The brain is the center of human existence, and the most complex living structure
known. As such, there are thousands of brain diseases from Rett Syndrome and au-
tism to dystonia and Parkinson’s disease. ABC, unlike any other organization,
brings together people affected by all diseases of the brain.

The ABC is working toward the same level of public awareness and support for
diseases of the brain that has been achieved by the American Heart Association and
the American Cancer Society. Fifty million Americans—our relatives, friends, neigh-
bors, and your constituents—are affected by diseases of the brain. Our goal is to be
a united voice for these patients, and to work with Congress to alleviate the burden
of brain disease. A large part of that goal involves support for NIH research.

THANK YOU FOR PAST SUPPORT

The American Brain Coalition would like to thank the members of this sub-
committee for their past support, which resulted in the doubling of NIH budget be-
tween 1998 and 2003.

In addition, we are extremely grateful that the fiscal year 2007 Joint Resolution
included an additional $620 million for NIH above the fiscal year 2006 funding
level. This additional money will allow NIH to award an extra 500 research grants.
It will also create a new program to support innovative, outside-the-box research,
as well as to provide grants to first-time investigators.

The doubling of the NIH budget produced advances in the Nation’s health. Since
2003, however, many policymakers have mistakenly come to think that NIH “has
been taken care of.” As a result, NIH has been relatively flat funded since that time.

Despite the doubling of the budget and the many advances in scientific knowl-
edge, there is still much work to be done to uncover the mysteries of the brain. The
recent start-stop funding approach has made efficient research planning extremely
difficult, has disrupted steady progress, and must be reversed.

NIH-FUNDED RESEARCH SUCCESSES

Today, scientists have a greater understanding of how the brain functions due to
NIH-funded research. The following are just a few areas where research efforts have
improved the health of the American public:

—Post Traumatic Stress Disorder (PTSD).—Experiencing or witnessing a crime,

terrorist attack, being a victim of sexual abuse, or military combat can lead to
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a form of stress that can last a life-time. Termed, PTSD, the condition afflicts
5.2 million Americans aged 18 to 54 each year. Its social and economic costs
can be devastating. Almost half of the Vietnam veterans with PTSD have been
arrested or jailed. With the ongoing wars in Iraq and Afghanistan, the incidence
of PTSD is rising.

For years it was thought that those who survived or witnessed a trauma
should be able to tough it out and move on. But NIH-funded studies helped re-
veal that PTSD is a serious brain disorder with biological underpinnings. For
example, scientists determined that the part of the brain involved in learning,
memory, and emotion appears to be smaller in people with PTSD and that lev-
els of some brain chemicals are altered. These changes are believed to be caused
by increased stress hormones from a traumatic event and by the constant reliv-
ing of the event.

New understanding of the disorder paved the way for use selective serotonin
reuptake inhibitors in treating PTSD. Studies funded by NIH found that these
drugs ease the symptoms of depression and anxiety and improve the memory
of patients with PTSD, helping them better deal with traumatic memories.
Talking with a counselor or therapist can also help PTSD victims to cope.

—Multiple Sclerosis.—Multiple sclerosis (MS) strikes people during the prime of
their lives, right as they are settling into their careers and families. About
400,000 Americans have multiple sclerosis, and every week an estimated 200
more are diagnosed. Multiple sclerosis costs Americans $9.5 billion in medical
care and lost productivity each year.

In multiple sclerosis, the immune system for unknown reasons mistakenly de-
stroys the protective myelin covering around nerves. Without myelin, electrical
signals are transmitted more slowly or not at all from the brain to the body,
causing weakness, tremors, pain, and loss of feeling.

Fortunately, research funded by the NIH and others over the past two dec-
ades has led to many advances that allow physicians to diagnose MS earlier and
better track its progress so that treatments can be more effective. Imaging tech-
niques such as magnetic resonance imaging and magnetic resonance spectros-
copy provide a window on the brain that allows physicians to better predict re-
lapses and thus plan for patients’ care.

In addition to steroids used in the past to reduce the duration and severity
of attacks, there are now other drugs like interferon, glatiramer acetate, and
mitoxantrone that can decrease disease severity. Studies have shown that these
drugs can make relapses less frequent and severe and delay further damage
from the disease.

—Alcoholism.—Excess consumption of alcohol can ruin a person’s health, family
life, and career. It also makes the world more dangerous for the rest of society.
Many accidents, assaults, and robberies involve alcohol use by the offender. So-
ciety also pays a high financial price. Alcohol-related problems cost the country
an estimated $185 billion per year.

Until recently, there were not many options to help keep problem drinkers
off alcohol. Fortunately, the outlook is improving steadily with the development
of new medications and therapies.

NIH-funded scientists discovered evidence that alcohol acts on several chem-
ical systems in the brain to create its alluring effects. On the basis of these
studies, the drug naltrexone—which targets one of these systems, called the
opioid system—was approved as a treatment for alcoholism in the mid-1990s.
Alcohol’s effect on the opioid system is thought to produce the euphoric feelings
that make a person want to drink again. Naltrexone can block this reaction and
help cut cravings for alcohol in some alcoholic individuals.

Congressional investments in research have lead to significant improvements
in patient care.

RESEARCH IMPROVES HEALTH AND FUELS THE ECONOMY

Diseases of the nervous system pose a significant public health and economic chal-
lenge, affecting nearly one in three Americans at some point in life. Improved health
outcomes and positive economic data support the assertion that biomedical research
is needed today to improve public health and save money tomorrow.

Research drives innovation and productivity, creates jobs, and fuels local and re-
gional economies. In fiscal year 2003, the University of Wisconsin Madison brought
over $228 million into the State from NIH-funded research.

Not only does research save lives and fuel today’s economy, it is also a wise in-
vestment in the future. For example, 5 million Americans suffer from Alzheimer’s
disease today, and the cost of caring for these people is staggering. Medicare ex-
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enditures are $91 billion each year, and the cost to American businesses exceeds
g60 billion annually, including lost productivity of employees who are caregivers. As
the baby boom generation ages and the cost of medical services increases, these fig-
ures will only grow. Treatments that could delay the onset and progression of the
disease by 5 years could save $50 billion in healthcare costs each year. Research
funded by the NIH is critical for the development of such treatments. The cost of
investing in NIH today is minor compared to both current and future healthcare
costs.

PRESIDENT’S BUDGET NEGATIVELY IMPACTS RESEARCH

Mr. Chairman, inflation has eaten into the NIH budget. The NIH now projects
the Biomedical Research and Development Price Index (BRDPI) may increase by 3.7
percent for both fiscal year 2007 and fiscal year 2008; 3.6 percent for fiscal year
2009 and 2010; and 3.5 percent for fiscal year 2011 and fiscal year 2012.

Unfortunately, the President’s fiscal year 2008 budget request for NIH did not fac-
tor in the increases in biomedical research inflation. In fact, his budget proposes to
cut funding for the National Institutes of Health by more than a half billion dollars
in fiscal year 2008.

FISCAL YEAR 2008 RECOMMENDATION

The American Brain Coalition supports a 6.7 percent increase in funding for the
National Institutes of Health in fiscal year 2008. Additionally, ABC supports a 6.7
percent increase in funding in per year in fiscal years 2009 and 2010.

This sustained increase is necessary to make-up for lost purchasing power that
has occurred in the past 3 years. In addition, it will help the NIH to achieve its
broad research goals and provide hope for those people affected with neurological
and psychiatric disorders.

Mr. Chairman, thank you for the opportunity to submit testimony before this sub-
committee.

PREPARED STATEMENT OF THE AMERICAN COLLEGE OF CARDIOLOGY

The American College of Cardiology (ACC) appreciates the opportunity to provide
the subcommittee with recommendations for fiscal year 2008 funding for life-saving
cardiovascular research and public education. The ACC is a 34,000 member non-
profit professional medical society and teaching institution whose mission is to advo-
cate for quality cardiovascular care through education, research promotion, develop-
ment and application of standards and guidelines, and to influence health care pol-
icy.

THE NEED FOR A FEDERAL INVESTMENT IN CARDIOVASCULAR DISEASE RESEARCH

Cardiovascular disease continues to be the leading cause of death for both women
and men in the United States, killing more than 870,000 Americans each year.
While the number of deaths due to cardiovascular disease is on the decline, more
than one in three Americans lives with some form of heart disease. The economic
impact of cardiovascular disease on the U.S. health care system continues to grow
as the population ages and as the prevalence of it increases, costing the Nation an
estimated $430 billion in 2007 alone due to medical expenses and lost productivity.:

The ACC is extremely concerned that the cuts proposed in the administration’s
fiscal year 2008 budget for many critical health agencies, particularly the National
Institutes of Health (NIH), will negatively impact cardiovascular care. The doubling
of the NIH budget from 1999 to 2003 resulted in a surge in demand for research
grants. In recent years, the combination of inflation and stagnant Federal funding
has threatened the laboratories and continuing research of established investigators
and, by signaling a lack of Federal commitment to consistent funding, will discour-
age new investigators and new research initiatives.

The ACC encourages Congress to provide a strong Federal investment in research
and public education that addresses cardiovascular disease. Federal research is pro-
viding for breakthrough advances that fundamentally change our understanding of
the prevention and treatment of cardiovascular disease, leading to better outcomes,
decreased costs, and increased quality of life for patients.

1 American Heart Association. Heart Disease and Stroke Statistics—2007 Update. Dallas,
Texas: American Heart Association; 2007.
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FUTURE CARDIOVASCULAR DISEASE RESEARCH NEEDS

As the health system continues its move toward using performance measurement
to foster the delivery of the highest quality of care to patients, the need for mean-
ingful clinical guidelines, from which performance measures are developed, becomes
even more critical.

The performance measures that will be used to determine whether patients are
receiving the most effective, efficient, and highest quality cardiovascular care are
derived from clinical guidelines developed by the ACC and the American Heart As-
sociation (AHA). The ACC strives to produce the preeminent medical specialty prac-
tice guidelines, with more than 15 guidelines on a range of cardiovascular topics.
They are developed through a rigorous, evidence-based methodology employing mul-
tiple layers of review and expert interpretation of the evidence on an ongoing, reg-
ular basis. Many clinical research questions remain unanswered or understudied,
however. In fact, the percent of guideline recommendations that are based on expert
opinion rather than clinical data vary by cardiovascular topic from only 20 percent
for coronary bypass surgery to over 70 percent for valvular heart disease.

To this end, through its clinical policy development process, the ACC has identi-
fied knowledge gaps for cardiovascular disease. These unresolved issues, if ad-
dressed, have great potential to impact patient outcomes, costs, and the efficiency
of care delivery. The ACC strongly supports and stands committed to assist the Na-
tional Heart, Lung and Blood Institute (NHLBI) in fulfilling its strategic plan by
helping to promote the development and speedy implementation of evidence-based
clinical guidelines in a manner that impacts health outcomes. All medicine includes
a degree of uncertainty about the ability of a particular procedure, device, or ther-
apy to benefit a patient. Yet, an investment in answering the following scientific
questions through the NIH, and in particular the NHLBI, as well as through the
Agency for Healthcare Research and Quality (AHRQ), will help to better narrow the
target population who can benefit from treatment and therefore increase the efficacy
and efficiency of the care delivered.

1. What is the effect of common cardiovascular therapies on elderly populations
whose metabolism and kidney function is lower and may not respond to medications
in the same way as the younger patients typically included in clinical trials?

2. What is the effect of common cardiovascular therapies on patients with mul-
tiple other diseases/conditions?

3. What are the best approaches to increasing patient compliance with existing
therapies?

4. What screening and risk models (existing or new) could further define who will
benefit from various therapies?

5. What are the optimal management strategies for anticoagulation and
antiplatelet agents in heart attack patients, patients with stents, and atrial fibrilla-
tion patients to maximize benefit and reduce bleeding risks?

6. What are the best approaches to managing complex but understudied cardio-
vascular topics such as congenital heart disease and valvular heart disease? Both
congenital heart disease and valvular heart disease have become areas of higher re-
search interest as techniques have developed to extend the lives of these patients.

7. What are the risks and benefits of common off-label uses of widely used thera-
pies and procedures, such as drug eluting stents?

8. What are the best catheter-based techniques to increase treatment success and
reduce complications for both coronary and cardiac rhythm procedures?

The list of topics above is not exhaustive but provides an overview of some of the
general themes of the evidence gaps that exist across the ACC’s current guidelines.
In addition to specific clinical research topics, the ACC recommends funding to help
address two structural issues that could help identify, prioritize, and interpret re-
search findings over the long term:

1. The NHLBI should work with the clinical cardiology community to proactively
design clinical trials to address unanswered clinical questions and identify methods
that allow for greater comparability among studies. NHLBI should work with ACC
and the AHA to develop an evidence model that would drive future research initia-
tives based on current evidence gaps in the guidelines; and

2. NIH should fund the development of a robust informatics infrastructure across
Institutes to process research evidence. Studies should be designed such that their
results could be “fed” into a computer model that would provide additional insights
for developers of clinical recommendations.

COLLABORATING TO IMPROVE CARDIOVASCULAR CARE AND OUTCOMES

Facilitating the transfer of new knowledge to health care professionals, patients
and the public is an important aspect of Federal research efforts. One example of
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NHLBTI’s success in this area is the launch last year of the new Peripheral Arterial
Disease (P.A.D.) national campaign to increase public and health care provider
awareness of P.A.D. and its association with other cardiovascular diseases. As the
leader in developing the P.A.D. Guidelines, the ACC is proud to collaborate with the
NHLBI on the “Stay in Circulation: Take Steps to Learn about P.A.D.” campaign.
The ACC is promoting this important campaign through our membership and has
formed a P.A.D. Guidelines Implementation Task Force that has developed tools—
including wall charts, webcasts, and slide sets—to help physicians diagnose and
treat the more than 8 million Americans affected by the disease.

NHLBI and AHRQ also have been important supporters of the “D2B: An Alliance
for Quality” program. The D2B Alliance is a Guidelines Applied in Practice (GAP)
program launched by the ACC to save time and save lives by reducing the door-
to-balloon times in U.S. hospitals performing primary percutaneous coronary inter-
vention (PCI) by providing hospitals with key evidence-based strategies and sup-
porting tools needed to begin reducing their D2B times.

Through its Centers for Education and Research on Therapeutics (CERT), AHRQ
has been crucial in helping fund research by ACC on its clinical policy development
process. The CERT grant provided resources to help ACC better understand and
adapt how its guidelines and performance measures are developed and dissemi-
nated. It also provided resources to support the development of a framework for
ACC to address appropriateness of medical technology. This evaluation of ACC proc-
esses for the development of clinical policy has been an essential part of translating
research from bench to bedside.

Recently, ACC leadership met with the NHLBI Director and senior staff to dis-
cuss opportunities to collaborate on current and future efforts. One initiative identi-
fied as a unique opportunity to make a positive impact on health care quality in-
volves enhancing the NHLBI’s Center for the Application of Research Discoveries
(CARD) through the use of health information technology—namely by drawing on
the ACC’s substantial expertise, from the National Cardiovascular Data Registry, in
developing and operating electronic data registries. Bringing the latest discoveries
in cardiovascular care to the bedside is a critical mission of the NHLBI and is
shared by the ACC. Sufficient funding from Congress can foster such efforts by the
NHLBI and its partners to provide patients with effective cutting-edge care that
also holds the promise of reducing health care costs.

ACC FUNDING RECOMMENDATIONS

As the subcommittee considers its appropriations for programs within the Depart-
ment of Health and Human Services, the ACC urges support of the following fiscal
year 2008 funding recommendations:

National Institutes of Health

The ACC, along with the broad medical community, supports an fiscal year 2008
NIH budget of $30.869 billion that would help get the NIH “back on track.” Re-
search conducted through the NIH has resulted in better diagnosis and treatment
of cardiovascular disease, thereby improving the quality of life for those living with
the disease and lowering the number of deaths attributable to it. Adequate funding
through the NIH is necessary for basic, clinical, and translational research that fa-
cilitates the delivery of new discoveries to the bedside.

National Heart Lung and Blood Institute

The ACC recommends $3.1 billion for the NHLBI in fiscal year 2008 for con-
tinuing its critical research into the causes, treatment, and prevention of cardio-
vascular disease. Congress must maintain its investment in NHLBI to continue the
great strides already being made in fighting cardiovascular disease. If accepted
without an increase, the administration’s budget request for NHLBI would critically
impact the institute’s ability to fund valuable initiatives and would further harm
its ability to attract young investigators.

Agency for Healthcare Research and Quality

The ACC supports $350 million for the AHRQ. At a time when great focus is
being put on comparative effectiveness research as a means to improve health qual-
ity, continuing and increasing the Federal investment in AHRQ health services re-
search is critical.

Centers for Disease Control and Prevention’s (CDC) Division for Heart Disease and
Stroke Prevention

The ACC recommends $55 million for the CDC Division for Heart Disease and
Stroke Prevention, whose public education efforts are making strides in the preven-
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tion of and early intervention in treating cardiovascular disease—thereby poten-
tially reducing future care costs significantly.

Health Resources and Services Administration (HRSA) Rural and Community Access
to Emergency Defibrillation (AED) Program

The ACC supports $8.9 million in fiscal year 2008 for the HRSA Rural and Com-
munity AED program, an important initiative that saves lives by placing external
defibrillators in public facilities.

The ACC urges Congress to provide a strong fiscal year 2008 investment in the
cardiovascular research and education programs described above to continue fos-
tering the great strides being made in the fight against all cardiovascular disease.
If you have any questions, please contact Jennifer Brunelle at jbrunell@acc.org or
(202) 375-64717.

PREPARED STATEMENT OF THE AMERICAN COLLEGE OF OBSTETRICIANS AND
GYNECOLOGISTS

The American College of Obstetricians and Gynecologists (ACOG), representing
51,000 physicians and partners in women’s health care, is pleased to offer this state-
ment to the Senate Committee on Appropriations, Subcommittee on Labor, Health
and Human Services, and Education. We thank Chairman Harkin, ranking member
Specter, and the entire subcommittee for their leadership to continually address ma-
ternal and child health care services.

The Nation has made important strides to improve women and children’s health
over the past several years, and ACOG is grateful to this committee for its commit-
ment to ensure that vital research continues to eliminate disease and to ensure val-
uable new treatment discoveries are implemented. The NIH has examined and de-
termined many disease pathways, while the Health Resources and Services Admin-
istration (HRSA) and the Centers for Disease Control and Prevention (CDC) have
been successful in translating research findings into valuable public health policy
solutions. This dedicated commitment to elevate, promote and implement medical
research faces an uncertain future at a time when scientists are on the cusp of new
cures.

We urge the committee to support a 6.7 percent increase for the National Insti-
tutes of Health (NIH), and a 6.7 percent increase for the National Institute of Child
Health and Human Development (NICHD) in fiscal year 2008. We also continue to
support efforts to secure adequate funds for important public health programs at
HRSA ($7.5 billion) and the CDC ($10.7 billion including funding for the Agency for
Toxic Substances and Disease Registry, and the Vaccines for Children Program).

NATIONAL INSTITUTES OF HEALTH—RESEARCH LEADING THE WAY

Ob-Gyn Research at the NICHD

The NICHD conducts research that holds great promise to improve maternal and
fetal health and safety. With the support of Congress, the Institute has initiated re-
search addressing the causes of cerebral palsy, gestational diabetes and pre-term
birth. However, much more needs to be done to reduce the rates of maternal mor-
tality and morbidity in the United States. More research is needed on such preg-
nancy-related issues as the impact of chronic conditions during pregnancy, racial
and ethnic disparities in maternal mortality and morbidity, drug safety with respect
to pregnancy, and preventing unintended pregnancies.

A commitment to research in women’s health sheds light on a breadth of issues
that save women’s lives. Important research examining the following issues must
continue:

Reducing High Risk Pregnancies

NICHD’s Maternal Fetal Medicine Unit Network, working at 14 sites across the
United States (University of Alabama, University of Texas-Houston, University of
Texas-Southwestern, Wake Forest University, University of North Carolina, Brown
University-Women and Infant’s Hospital, Columbia University, Drexel University,
University of Pittsburgh-Magee Women’s Hospital, University of Utah, North-
western University, Wayne State University, Case Western University, and Ohio
State University), will help reduce the risks of cerebral palsy, caesarean deliveries,
and gestational diabetes. This Network discovered that progesterone reduces
preterm birth by one-third.



53

Reducing the Risk of Perinatal HIV Transmission

In the last 10 years, NICHD research has helped decrease the rate of perinatal
HIV transmission from 27 percent to 1.2 percent. This advancement signals the
near end to mother-to-child transmission of this deadly disease.

Reducing the Effects of Pelvic Floor Disorders

The Institute has made recent advancements in the area of pelvic floor disorders.
The NICHD is investigating whether women that have undergone cesarean sections
have fewer incidences of pelvic floor disorder than women who have delivered
vaginally.

Reducing the Prevalence of Premature Births

NICHD is helping our Nation understand how adverse conditions and health dis-
parities increase the risks of premature birth in high-risk racial groups.

Drug Safety During Pregnancy

The NICHD recently created the Obstetric and Pediatric Pharmacology Branch to
measure drug metabolism during pregnancy.

Contraceptive Research

The United States has one of the highest unintended pregnancy rates of the in-
dustrialized nations. Of the approximately 6 million pregnancies each year, an esti-
mated one half are unintended. It is critical that women have access to safe and
effective contraceptives, to help them time and space their pregnancies. The NICHD
conducts valuable research on both male and female contraceptives that can help
reduce the number of unintended pregnancies and improve women’s health.

The Challenge of the Future: Attracting New Researchers

Despite the NICHD’s critical advancements, reduced funding has made it difficult
for research to continue, largely due to the lack of new investigators. Congressional
programs such as the loan repayment program, and the NIH Mentored Research
Scientist Development Program for reproductive health, all attract new researchers,
but low pay lines make it difficult for the NICHD to maintain them. We urge the
committee to significantly increase funding for ob-gyn research at the NICHD to
maintain a high level of research innovation and excellence, in turn reducing the
incidence of maternal morbidity and mortality and discovering cures for other chron-
ic conditions.

We encourage the committee, too, to realize and fund ob-gyn research possibilities
in other Institutes within NIH. While pediatric and ob-gyn research are the two
main areas of research in NICHD, ob-gyn research is very centralized in that Insti-
tute, with 56.7 percent of all NIH ob-gyn research funding occurring in NICHD in
2005. Pediatrics funding, on the other hand, is diversified throughout many Insti-
tutes. While 21.7 percent of pediatrics funding occurs in NICHD, 19 percent is in
the National Heart, Lung and Blood Institute (NIHLB), 16 percent is in National
Institute of Diabetes and Digestive and Kidney, (NIDDK), 13.5 percent in the Na-
tional Institute of Aging (NIA), and 7 percent is in the National Cancer Institute
(NCI). Altogether, pediatrics research at NIH totaled $520.7 million in 2005, com-
pared with $156.8 million in ob-gyn research.

The future of women’s health, including, reducing preterm labor, ensuring drug
safety during pregnancy, and reducing the effects of pelvic floor disorders, depends
on research conducted at the NIH. We encourage the committee to increase and ex-
%ancll ﬁb-gyn research funding in NICHD and throughout the National Institutes of

ealth.

HRSA AND CDC: TURNING RESEARCH INTO PUBLIC HEALTH SOLUTIONS

It is critical that we rapidly transform women’s health research findings into pub-
lic health solutions. The Health Resources and Services Administration (HRSA) has
created women and children’s health outreach programs based on research con-
ducted on prematurity, high risk pregnancies, gestational diabetes, and a variety of
other health issues. The National Fetal Infant Mortality Review and the Provider’s
fartnership are two examples of the successful programs under the Healthy Start

nitiative.

National Fetal Infant Mortality Review

The Fetal and Infant Mortality Review (FIMR) is a cooperative Federal agreement
between ACOG and the Maternal Child Health Bureau at HRSA. FIMR uses the
expertise of ob-gyns and local health departments to find solutions to problems re-
lated to infant mortality. In light of the recent increase in the infant mortality rate
for 2002, the FIMR program is vital to develop community-specific, culturally appro-
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priate interventions. Today 220+ local programs in 42 States are implementing
FIMR and finding it is a powerful tool to bring communities together to address the
underlying problems that negatively affect the infant mortality rate. We urge this
committee to recognize the many positive contributions of the FIMR program and
ensure it remains a fully funded program within HRSA.

Title X Family Planning Program

Since 1970, the Title X Family Planning program at HRSA has provided low in-
come women with timely screenings, education, and contraception. Access to these
services can be vital to preventing breast and cervical cancer, sexually transmitted
infections (STIs), and unintended pregnancies.

Title X clinics serve more than 5 million low-income women at 4,500 clinics na-
tionwide, helping women plan the number and timing of their pregnancies and stay
healthy. Title X clinics are serving increasing numbers of patients without commen-
surate increases in funding. We urge you to increase funding for this vital program
to $375 million for fiscal year 2008.

The National Breast and Cervical Cancer Early Detection Program (NBCCEDP)

The National Breast and Cervical Cancer Early Detection Program (NBCCEDP)
administered by the CDC is an indispensable health program in helping under-
served women gain access to screening programs for early detection of breast and
cervical cancers. The NBCCEDP has served over 2.5 million women and provided
5.8 million screening examinations. Early detection and treatment of breast and cer-
vical cancers greatly increase a woman’s odds of conquering these diseases. We
strongly urge the committee to continue saving women’s lives and to prevent cuts
to this vital program.

National Center on Birth Defects and Developmental Disabilities (NCBDDD)

Birth defects affect about one in every 33 babies born in the United States each
year. Babies born with birth defects have a greater chance of illness and long term
disability than babies without birth defects. According to the CDC, a great oppor-
tunity for further improvement lies in prevention strategies that, if implemented
prior to conception, would result in further improvement of pregnancy outcomes. A
cooperative agreement between the NCBDDD and ACOG has resulted in increased
provider knowledge of genetic screening and diagnostic tests, technical guidance on
routine preconception care and prenatal genetic screening, and improved access to
care for women with disabilities.

Again, we would like to thank the committee for its continued support of inter-
agency cooperation to address the multiple factors that affect maternal and child
health. We strongly urge this subcommittee to support increased ob-gyn research
funding for the NICHD and throughout NIH, and renewed appropriations for the
maternal child health programs at the CDC and HRSA. By continuing to translate
research done at the NICHD into positive outreach programs such as the Title X
program and the NBCCEDP, we can further improve our Nation’s overall health.

PREPARED STATEMENT OF THE AMERICAN DIABETES ASSOCIATION

Thank you for the opportunity to submit testimony on the importance of Federal
funding for diabetes programs at the Centers for Disease Control and Prevention
(CDC) and diabetes research at the National Institutes of Health (NIH).

As the Nation’s leading nonprofit health organization providing diabetes research,
information and advocacy, the American Diabetes Association feels strongly that
Federal funding for diabetes prevention and research efforts is critical not only for
the 20.8 million Americans who currently have diabetes, but also for the 54 million
who have a condition known as pre-diabetes.

Diabetes is a serious disease, and is a contributing cause of many of the chronic
conditions on which the Federal Government spends the most health care dollars.
In 2002, the direct and indirect costs spent solely on diabetes were $132 billion. In
addition, diabetes is a significant cause of heart disease, stroke, and a leading cause
of kidney disease, which combine to cost our Nation $356.7 billion a year. Diabetes
is also the leading cause of adult-onset blindness and lower limb amputations.

Between 1990 and 2001 diabetes cases increased 60 percent and they have contin-
ued to increase by 8 percent a year. Every 21 seconds, another individual is diag-
nosed with diabetes. Diabetes is the single most prevalent chronic illness among
children. Because of the systemic havoc that diabetes wreaks throughout the body,
it is no surprise that the life expectancy of a person with the disease averages 10—
15 years less than that of the general population.
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As the statistics listed above illustrate, we are facing an epidemic of diabetes in
this country, which if left unchecked could have significant health and economic im-
plications for many future generations. Every 24 hours there are: 4,100 individuals
diagnosed with diabetes, 230 amputations in people with diabetes, 120 people who
enter end-stage kidney disease programs and 55 people who go blind.! According
to the NIH, approximately 225,000 people died in 2002 from diabetes. Nearly a
quarter of a million Americans! Please keep these numbers in mind as you look at
the chart below. It tracks the Federal investment in fighting diabetes since fiscal
year 2005—a period in which the prevalence of diabetes has grown by approxi-
mately 32 percent. In the case of the CDC budget for their Division of Diabetes
Translation (DDT), funding has been relatively flat since fiscal year 2003. A change
in formula makes it appear that there was a major decrease of 4 percent in fiscal
year 2005, when in actuality there was a minor increase.

Difference Percent increase
DDT at CDC Funding Level from prior .
year Fro;réapynor In diabetes
Fiscal year:
2005 $63.457 —2.59 —4.09 +8
2006 63.119 —9.34 —.54 +8
2007 62.806 =31 —.50 +8
2008 administration 62.806 | ovvveverrrins | e +8
Difference Percent increase
DDK at NIH Funding level from prior .
years Fm;réaprnor In diabetes
Fiscal year:
2005 $1,864 +43 +231 +8
2006 1,855 -9 —.49 +8
2007 1,854 -1 —.05 +8
2008 administration 1,858 +4 +.22 +8

Diabetes has become the greatest public health crisis of the 21st century. To stem
the tide of this epidemic diabetes prevention and outreach efforts must expand, and
at the same time scientists and researchers must continue their work towards find-
ing a cure. Therefore, we are requesting:

—A $20.8 million increase for the CDC’s Division of Diabetes Translation (DDT),
only one dollar for each American suffering from diabetes. This program was
left at flat funding in the recently-passed joint funding resolution, although it
had been slated for an increase in both the House and Senate passed bills.

—An 8 percent increase over fiscal year 2007 funding at NIH’s National Institute
for Diabetes, Digestive and Kidney Diseases (NIDDK), the amount included in
last year’s NIH Reauthorization package. These funds would make up for pre-
vious cuts and allow for the ongoing cost of biomedical inflation, which con-
tinues to eat into the purchasing power of research funding.

DIABETES INTERVENTIONS AT THE CENTERS FOR DISEASE CONTROL & PREVENTION

The CDC’s Division of Diabetes Translation is critical to our national efforts to
prevent and manage diabetes because DDT literally translates research into real
interventions at the community level. Currently, for every dollar that diabetes costs
this country, the Federal Government invests less than one cent to help Americans
prevent and manage this deadly disease. This dynamic must be changed. Our re-
quest of $20.8 million will allow these critical programs to expand to more ade-
quately meet the growing demands of the diabetes epidemic.

In 2006, DDT provided support for more than 50 State, and territorial, based Dia-
betes Prevention and Control Programs (DPCPs) to increase outreach and edu-
cation, and to reduce the complications associated with diabetes. However, due to
funding constraints, DDT is able to provide full support to only 28 States. The re-
maining 22 States, 8 territories, and the District of Columbia are given no more
than partial support. This level of funding, referred to as “capacity building,” allows
a State to do surveillance, but is not enough for the State to do much—or in some

1Frank Vinicor, Associate Director for Public Health Practice at the Centers for Disease Con-
trol, qtd. in N.R. Kleinfield, “Diabetes and Its Awful Toll Quietly Emerges as a Crisis,” The New
York Times, 9 January 2006.
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cases, anything—in the way of intervention. Even more alarming, DDT’s current
funding level only allows for prevention activities in five States. While we know
from clinical trials2 that the onset of type 2 diabetes can be delayed or prevented
in most cases, this dismal funding for primary prevention falls far short of the re-
sources needed to address the 54 million Americans with pre-diabetes.

For those 28 States DDT was able to provide a higher level of support called basic
implementation. At this level, States are able to devise and execute community
based programs. Without adequately funded diabetes programs and projects in all
parts of the country, it will be exceedingly difficult—if not impossible—to control the
escalating costs associated with diabetes-associated complications and to stem the
epidemic rise in diabetes rates. State DPCPs, when provided with enough funding,
are proven to have been extremely successful in helping Americans prevent and
manage their diabetes. In the Division of Diabetes Translation Program Review fis-
cal year 2004, the CDC stated, “The Basic Implementation DPCPs serve as the
backbone for our growing primary prevention efforts. These State programs are the
key elements to our success in meeting the challenges of controlling and preventing
diabetes.”

For example, the Pennsylvania DPCP provides funding to support two of the Com-
monwealth’s eight community-based Diabetes Nurse Consultants which provide in-
formation and consultation services to patients and their families, health care pro-
viders, schools, nursing homes and countless others in all 67 counties. These pro-
grams have demonstrated success in promoting physical activity, weight and blood
pressure control, and smoking cessation for those with diabetes. Americans in every
State should have access to such quality programs. Unfortunately, States such as
TIowa and Mississippi are currently funded at levels that don’t allow for basic imple-
mentation. The Division’s fiscal year 2007 budget of $63 million had no increase
from fiscal year 2006 and the President has requested flat funding again for fiscal
year 2008.

In addition to DPCP activities, the CDC’s Division of Diabetes Translation con-
ducts other activities to help people currently living with diabetes. To put research
into action, CDC works with NIH to jointly sponsor the National Diabetes Education
Program (NDEP), which seeks to improve the treatment and outcomes of people
with diabetes, promote early detection, and prevent the onset of diabetes. The CDC
is also currently working to develop a National Public Health Vision Loss Preven-
tion Program that will investigate the economic burden and strengthen the surveil-
lance and research of this all-to-common complication of diabetes. In addition, CDC
funds work at the National Diabetes Laboratory to support scientific studies that
will improve the lives of people with diabetes. In fiscal year 2005, the Division of
Diabetes Translation alone published 53 manuscripts on the care, prevention, and
science of diabetes, including 17 abstracts.

DIABETES RESEARCH AT THE NATIONAL INSTITUTES FOR HEALTH

While there is not yet a cure for diabetes, researchers at NIH are working on a
variety of projects that represent hope for the millions of individuals with type 1
and type 2 diabetes. The list of advances in treatment and prevention is thankfully
a long one, but it is important to understand what has been, and what can be,
achieved for Americans with diabetes. For example, the Diabetes Control and Com-
plications Trial (DCCT), a clinical trial of 1,441 people with type 1 diabetes, dem-
onstrated that tight control of blood glucose through intensive insulin therapy could
significantly reduce or delay many complications due to diabetes. This landmark
finding spurred a shift in the daily management of type 1 diabetes and energized
research in the field. Subsequent funding has allowed research to continue on topics
like risk factors, genetics, and complications that provide new approaches to im-
prove therapy of diabetes.

Obesity is a strong risk factor for type 2 diabetes, especially in minority popu-
lations. Recognizing the growing problem of obesity and its increasing prevalence
among youth, the NIDDK is focusing on paths to prevention. One example of this
focus 1s the HEALTHY study, which is led by the NIDDK and co-sponsored by the
American Diabetes Association. This study is testing a middle school-based inter-
vention to reduce students’ risk factors for type 2 diabetes, such as obesity.

Additionally, based on NIH-funded research, scientists have made great progress
in developing methods that slow the onset and progression of kidney disease in peo-

2The Diabetes Prevention Program (DPP) was a major clinical trial, or research study, aimed
at discovering whether either diet and exercise or the oral diabetes drug metformin
(Glucophage) could prevent or delay the onset of type 2 diabetes in people with impaired glucose
tolerance.
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ple with diabetes, such as employing drugs that are typically used to lower blood
pressure. These antihypertensive drugs can slow the progression of kidney disease
significantly. Two types of drugs, angiotensin-converting enzyme (ACE) inhibitors
and angiotensin receptor blockers (ARBs), have proven effective in slowing the pro-
gression of kidney disease.

A generation ago, 20 percent of individuals diagnosed with type 1 diabetes died
within 20 years of diagnoses and 30 percent died within 25 years. Thanks to re-
search at NIDDK, patients now use a variety of insulin formulations, including
rapid-acting, intermediate acting, long-acting insulin, and even insulin pumps, to
control their blood glucose with much better precision. When it comes to diabetes,
real-life results from research do not merely represent potential advances; the ad-
vances are happening now and they are improving and saving lives.

The Association strongly encourages you to provide at least an 8 percent increase
to the NIH to build upon and fulfill this promise of scientific research. Unfortu-
nately, while the death rate due to diabetes has increased by 45 percent since 1987,
diabetes research funding has not kept pace. Indeed, from 1987 to 2001, appro-
priated diabetes funding as a share of the overall NIH budget has dropped by more
than 20 percent (from 3.9 percent to 2.9 percent). While Congress had initially
begun to address this discrepancy, the fiscal year 2007 Joint Funding Resolution es-
sentially maintained the cuts of recent years, although NIDDK did not have to con-
tribute to the new Common Fund. Still, this does not account for even the cost of
biomedical inflation. The Association believes that NIH research and CDC
‘(clranslational programs go hand in hand in the effort to combat the diabetes epi-

emic.

The Association, and the millions of individuals with diabetes it represents, firmly
believes that we could rapidly move toward curing, preventing, and managing this
disease by increasing funding for diabetes programs and research at both CDC and
NIH. Your leadership is essential to accomplishing this goal. As you are considering
fiscal year 2008 funding, we ask you to remember that chronic diseases, including
diabetes, account for nearly 70 percent of all health care costs as well as 70 percent
of American deaths annually. Unfortunately, less than $1.25 per person is directed
toward public health interventions focused on preventing the debilitating effects as-
sociated with chronic diseases, demonstrating that Federal investment in chronic
disease prevention remains grossly inadequate. We cannot ignore those Americans
who are currently living with diabetes and other diseases.

In closing, the American Diabetes Association strongly urges the subcommittee
and the Senate to provide a $20.8 million increase for the CDC’s Division of Diabe-
tes Translation. Providing this funding would be an important step towards empow-
ering the effort fight diabetes at the community and national levels. Additionally,
we urge the subcommittee to increase NIH funding by 8 percent, the level that was
authorized in the bipartisan NIH Reauthorization legislation that passed both the
House and Senate last year by overwhelming margins. These funding levels would
allow for an increased commitment to diabetes research.

An important question has been raised, “Where will we be in 10 years?” For dia-
betes, the answer to that question is truly in your hands. The disease is growing
at a rate of 8 percent annually, but the government has not increased the resources
to prevent, treat or find a cure for diabetes in over 4 years. In 2002, the United
States spent $132 billion in direct and indirect costs for diabetes. If these trends
continue for the next 10 years, the costs—in human life and economics—will be
truly unimaginable.

On behalf of the 20.8 million Americans with diabetes—a disease that crosses
gender, race, ethnicity and political party; a disease that is among the most costly,
debilitating, deadly and prevalent in our Nation; and a disease that is unnecessarily
on the rise—I thank you for the opportunity to submit this testimony. The American
Diabetes Association is prepared to answer any questions you might have on these
important issues.

PREPARED STATEMENT OF THE AMERICAN HEART ASSOCIATION

Over the past 50 years, we have made enormous progress against heart disease,
stroke and other forms of cardiovascular disease (CVD). According to the National
Institutes of Health, 1.6 million lives have been saved since the 1960s that would
have been lost to CVD. Americans can expect to live 4 years longer from a drop in
heart disease deaths.

In spite of progress, we have not declared victory, and we may be losing ground.
An estimated 80 million American adults suffer from CVD. Despite educational ef-
forts, increased rates of diabetes, obesity and other risk factors may undo four dec-
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ades of declining mortality. And, we are often not reaching those at most risk, like
those with lower socioeconomic status.

The morbidity and mortality rates still startle. Nearly 2,400 Americans die from
CVD each day—an average of one death every 36 seconds. Heart disease and stroke
remain the No. 1 and No. 3 killers, respectively, for both men and women in the
United States today and two of three men and one of two women will develop CVD
during their lifetime.

To make matters worse, a perfect storm is taking shape fueled by demographics.
As the baby boomers age, the number of Americans developing CVD will increase
radically. CVD can strike at any age, but the odds increase with age. A report esti-
mates that heart disease deaths will increase 130 percent from 2000 and 2050.

Beyond the toll in suffering and death, CVD comes with a steep price tag. It costs
Americans an estimated $432 billion in medical expenses and lost productivity in
2007—more than any other disease. We will soon be facing a CVD crisis of stag-
gering proportions and implications for health care costs and quality of care. We ig-
nore 1t at our collective peril.

BUDGET RECOMMENDATIONS: INVESTING IN THE HEALTH OF OUR NATION

Although progress has been made in the prevention and treatment of CVD, there
is still no cure and more Americans than ever are at risk. The most prudent way
to address this looming crisis is to simultaneously invest in research, prevention and
treatment. Regretfully, the funding levels proposed by the administration in its fis-
cal year 2008 budget undermine these efforts.

Now is not the time to reduce our investment in programs that prevent and treat
America’s leading and most costly killer. Solving a problem of this magnitude re-
quires a major public investment. If we fail to take aggressive and deliberate action
now—we will pay later in health care expenditures and lives. The American Heart
Association’s recommendations that follow address this problem in a comprehensive
but fiscally responsible way.

Increase Funding for the National Institutes of Health (NIH)

NIH research has revolutionized patient care and holds the key to a cure for CVD.
NIH research also fuels innovation that generates economic growth and preserves
our Nation’s role as the world leader in the pharmaceutical and biotechnology indus-
tries. The President’s request is $511 million below fiscal year 2007 and the gap be-
tween the levels achieved during the doubling of the NIH budget and the request,
when adjusted for biomedical research inflation, exceeds 13 percent.

AHA Recommendation.—AHA advocates for a fiscal year 2008 appropriation of
$30.8 billion for NIH. It represents the first year of a 3-year campaign to get NIH
funding “Back on Track.” A 6.7 percent funding increase for each of the next 3 years
would restore and protect the past investment made by the Congress in doubling
the resources of the NIH.

Increase Funding for NIH Heart and Stroke Research: A Proven Investment

From 1994-2004, death rates from cardiovascular diseases, coronary heart disease
and stroke have fallen respectively by 25 percent, 33 percent and 20 percent. Much
of this progress can be attributed to NIH heart and stroke research which has im-
proved health outcomes and in some cases, lowered health care costs. Examples of
recent NIH research accomplishments include:

—CVD Research a Good Value.—NIH’s cumulative investment in CVD research
over the past 30 years has resulted in a 63 percent decrease in heart disease
deaths at a projected value of $1.5 trillion per year from 1970 to 1990 due to
increase in life expectancy.

—Stroke Trials Benefit Economy.—The original NIH tPA trial resulted in a 10-
year net reduction in healthcare costs of $6.47 billion. The Stroke Prevention
in Atrial Fibrillation Trial 1 resulted in a 10-year net benefit of $1.27 billion,
with a savings of 35,000 quality-adjusted life years.

—Stroke Rehabilitation.—Constraint-Induced Movement Therapy, a rehabilitative
method involving forced use of a paralyzed arm, can help stroke survivors re-
gain arm function.

—Late Angioplasty No Advantage.—An international study found that stable
heart attack survivors who received angioplasty and stenting three to 28 days
after the attack did no better than patients receiving, primarily drug treatment.
These findings could reduce unnecessary interventions and lower health care
costs.

In spite of these and other successes, NIH heart and stroke research budget re-

mains disproportionately under-funded compared to the disease burden. CVD meets
NIH’s priority setting criteria (public health needs, scientific quality of research, sci-
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entific progress potential, portfolio diversification and adequate infrastructure sup-
port), yet only 7 percent of the NIH budget is invested in heart research and a mere
1 percent is devoted to stroke.

Cardiovascular Disease Research

Relative to the amount needed to keep pace with medical research inflation, pro-
posed funding for cardiovascular research will decline by 15 percent since fiscal year
2003. These limited resources cannot adequately support and expand current activi-
ties or allow investments in promising initiatives to aggressively advance the fight
against heart disease and stroke—the first and third causes of death among Ameri-
cans. Additional funds could be used in the following areas:

—Atherosclerosis Prevention Trial.—Atherosclerosis is a main risk factor for heart
disease and stroke. With increased funding, the National Heart, Lung, and
Blood Institute (NHLBI) could initiate a clinical trial to determine if reducing
low-density lipoprotein cholesterol, so-called “bad” cholesterol, to a level lower
than currently recommended, reduces major CVD events in healthy patients at
high risk of heart disease and or stroke.

—Systolic Blood Pressure Intervention Trial.—High blood pressure is a major risk
factor for heart disease, heart failure and stroke. Additional funding would
allow the NHLBI to conduct a multi-center clinical trial to determine whether
reducing systolic blood pressure to a lower level than currently recommended
could prevent heart attacks and strokes.

—Preventing Weight Gain in Young Adults.—With additional resources, NHLBI
could support small-scale studies to develop and evaluate promising, innovative
practical, cost-effective ways for young adults to reduce their risk for CVD by
preventing weight gain.

Stroke Research

Stroke is the No. 3 killer of Americans and a major cause of permanent disability.
In addition to the elderly, stroke also strikes newborns, children and young adults.
An estimated 700,000 Americans will suffer a stroke this year, and nearly 150,000
will die. Many of America’s 5.7 million stroke survivors face debilitating physical
and mental impairment, emotional distress and huge medical costs; about 1 in 4
survivors are permanently disabled.

As a result of fiscal year 2001 congressional report language, the National Insti-
tute of Neurological Disorders and Stroke (NINDS) convened a Stroke Progress Re-
view Group (PRG). Their report provided a long-range strategic plan for stroke re-
search. The PRG was reconvened last year and took stock of interim progress and
re-evaluated recommendations for future research. Since the issuance of the initial
report, multiple scientific programs have been undertaken; but, more funding is
needed to fully implement the strategic plan. The fiscal year 2008 request for
NINDS stroke research falls 56 percent short of the strategic plan’s target for that
year. Additional funding could be used to conduct stroke research in the following
areas:

—Stroke Translational Research.—Translational studies are vital to providing cut-
ting-edge stroke treatment and prevention. Due to budget shortfalls, the NINDS
has been forced to compress its Specialized Programs of Translational Research
in Acute Stroke (SPOTRIAS) from the planned 10 extramural centers to the five
currently funded. SPOTRIAS researchers facilitate translation of basic research
into patient care and evaluate and treat victims rapidly after the onset of stroke
symptoms.

—Neurological Emergencies Treatment Trials Network.—Limited resources will
also force the NINDS to scale back its Neurological Emergencies Treatment
Trials Network. This initiative is designed to develop a clinical research net-
work of emergency medicine physicians, neurologists and neurosurgeons to de-
velop through clinical trials more and improved treatments for acute neuro-
logical emergencies, such as stroke.

—Stroke Education.—In partnership with CDC, NINDS launched a grassroots
program called “Know Stroke in the Community.” It includes enlisting the aid
of “Stroke Champions” who teach communities about signs and symptoms. The
goal is to shift stroke treatment from supportive care to early brain-saving
in(tiervention. But, more funding is needed to teach the public and health pro-
viders.

AHA Recommendation.—AHA recommends an fiscal year 2008 appropriation of
$2.2 billion for NIH heart research; $3.1 billion for the NHLBI; $362 million for NIH
stroke research; and $1.6 billion for the NINDS. These figures represent a 6.7 per-
cent increase over fiscal year 2007—commensurate with the Association’s rec-
ommended funding increase for the NIH.
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Increase Funding for the Centers for Disease Control and Prevention (CDC)

Basic research must be translated into easy-to-understand guidance so people can
apply it in their daily lives. Prevention is the best way to protect Americans’ health
and ease the financial burden of disease. While literature indicates that increased
and improved CVD interventions can be highly successful, investigators have also
concluded that effective strategies for combating CVD are often not being imple-
mented. A study suggests that not smoking, maintaining a healthy weight, and
avoiding diabetes, high blood pressure and high cholesterol may add 10 years to life.

AHA commends Congress for supporting CDC’s Division for Heart Disease and
Stroke Prevention which funds 33 States to create or implement programs to pre-
vent first and second instances of heart disease and stroke. These state-tailored pro-
grams aide collaboration among public and private sectors to help people lower
blood pressure and cholesterol, learn signs and symptoms, call 9-1-1, improve emer-
gency response and quality care, and end treatment disparities. Many of these pro-
grams have reduced risk, like high blood pressure.

In fiscal year 2007, only 14 States receive funding to implement these prevention
programs. The remaining 19 receive funds for planning; which is now largely com-
plete. Because cardiovascular disease is the No. 1 killer in every State, each State
needs basic implementation money for this program; however, current funding levels
are insufficient for its expansion.

AHA Recommendation.—For fiscal year 2008, AHA recommends an appropriation
of $10.7 billion (including funding for ATSDR, and the current funding level for the
Vaccines for Children Program) for CDC, with increases targeted for programs with-
in the National Center for Chronic Disease Prevention and Health Promotion. With-
in that total, we recommend $64.3 million for the Division for Heart Disease and
Stroke Prevention, allowing CDC to: (1) add up to 12 States to the program to con-
duct state-tailored plans; (2) elevate up to 6 States from planning to program imple-
mentation; (3) support the Paul Coverdell National Acute Stroke Registry; (4) start
development of a state-based cardiac arrest registry; and (5) explore establishment
of a National Heart Disease and Stroke Surveillance Unit to monitor data, identify
grave gaps, and offer modifications to existing components to fill the gaps.

Restore Funding for Rural and Community Access to Emergency Devices (AED) Pro-
gram

About 94 percent of cardiac arrest victims die outside of a hospital. Immediate
CPR and early intervention using AEDs can more than double a victim’s chance of
survival. Small, easy-to-use AEDs can shock the heart back into normal rhythm.
Placing AEDs in more public settings could save thousands of lives each year. Com-
munities with comprehensive AED programs that include training of anticipated
rescuers have achieved survival rates of 40 percent or higher.

The Rural and Community AED Program provides grants to States to train lay
rescuers and first responders to use AEDs and buy and place them where sudden
cardiac arrests are likely to occur. During the first year of the program, 6,400 AEDs
were purchased and 38,800 individuals were trained. AEDs have been placed in
schools, faith-based and recreation facilities, nursing homes, and other locations in
communities across our Nation. In spite of this success, the Rural and Community
AED Program is terminated in the President’s fiscal year 2008 budget.

AHA Recommendation.—For fiscal year 2008, AHA recommends restoration of
HRSA’s Rural and Community AED Program to its fiscal year 2005 level of $8.927
million.

Increase funding for the Agency for Healthcare Research and Quality (AHRQ®)

AHRQ is a key partner of the public and private health care sectors. AHRQ helps
develop evidence-based information needed by consumers, providers, health plans
and policymakers to improve health care decision making. Through its Effective
Health Care Program, AHRQ supports research focusing on outcomes, comparative
clinical effectiveness, and appropriateness of pharmaceuticals, devices and health
care services for conditions like ischemic heart disease, stroke, and high blood pres-
sure. The research and comparative effectiveness reviews conducted and funded ad-
dress issues raised in the Institute of Medicine’s Crossing the Quality Chasm.

Their initiative on health information technology is key to our Nation’s strategy
to bring health care into the 21st century. It includes more than $166 million in
grants. Through these and other projects, AHRQ and its partners help identify chal-
lenges to HIT adoption and use, solutions and best practices, and tools that help
hospitals and clinicians incorporate HIT.

AHA Recommendation.—AHA joins with Friends of AHRQ in advocating for an
appropriation of $350 million for AHRQ, restoring the agency to its fiscal year 2005
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level to advance health care quality, cut medical errors and expand availability of
health outcomes information.

Although heart disease, stroke and other cardiovascular diseases are largely pre-
ventable, they continue to exact a deadly and costly toll. And as baby boomers age,
our Nation faces an expanding cardiovascular crisis that threatens to overwhelm us
unless significant and meaningful steps are taken. But, adequate funding of re-
search, treatment and prevention programs will save lives and reduce rising health
care costs. We urge Congress to consider the Association’s recommendations during
its deliberations on the fiscal year 2008 budget.

PREPARED STATEMENT OF THE AMERICAN INDIAN HIGHER EDUCATION CONSORTIUM

Summary of Requests.—Summarized below are the fiscal year 2008 recommenda-
tions for the Nation’s 34 Tribal Colleges and Universities (TCUs), covering three
areas within the Department of Education and one in the Department of Health and
Human Services, Administration for Children and Families’ Head Start Program.

DEPARTMENT OF EDUCATION PROGRAMS

A. Higher Education Act Programs

Strengthening Developing Institutions.—Section 316 of Title III Part A, specifically
supports TCUs through two separate grant programs: (a) basic development grants,
and (b) facilities/construction grants designed to address the critical facilities needs
at TCUs. The TCUs urge the subcommittee to restore the funding cut proposed in
the President’s fiscal year 2008 Budget and increase funding to $32.0 million and
that report language be restated clarifying that funds in excess of those needed to
support continuation grants or new planning or implementation grants shall be
used for facilities, renovation, and construction grants.

Pell Grants.—TCUs urge the subcommittee to fund the Pell Grants Program at
the highest possible level.

B. Perkins Career and Technical Education Programs

The TCUs support $8.5 million for Sec. 117 of the Carl D. Perkins Career and
Technical Education Improvement Act and request language reaffirming that this
program remains specific to the two Tribally Controlled Postsecondary Vocational
Institutions: United Tribes Technical College and Navajo Technical College. Addi-
tionally, TCUs strongly support the Native American Career and Technical Edu-
cation Program (NACTEP) authorized under Sec. 116 of the act.

C. Relevant Title IX Elementary and Secondary Education Act (ESEA) Programs

Adult and Basic Education.—Although Federal funding for tribal adult education
was eliminated in fiscal year 1996, TCUs continue to offer much needed adult edu-
cation, GED, remediation and literacy services for American Indians, yet their ef-
forts cannot meet the demand. The TCUs request that the subcommittee direct $5.0
million of the Adult Education State Grants appropriated funds to make awards to
TCUs to support their adult and basic education programs.

American Indian Teacher and Administrator Corps.—The American Indian Teach-
er Corps and the American Indian Administrator Corps offer professional develop-
ment grants designed to increase the number of American Indian teachers and ad-
ministrators serving their reservation communities. The TCUs request that the sub-
committee support these programs at $10.0 and $5.0 million, respectively.

DEPARTMENT OF HEALTH & HUMAN SERVICES PROGRAM

D. Tribal Colleges and Universities Head Start Partnership Program (DHHS-ACF)

Tribal Colleges and Universities are ideal partners to help achieve the goals of
Head Start in Indian Country. The TCUs are working to meet the mandate that
Head Start teachers earn degrees in Early Childhood Development or a related dis-
cipline. The TCUs request that $5.0 million be designated for the TCU-Head Start
partnership program, to ensure the continuation of current TCU programs and the
funds necessary for additional TCU-Head Start partnership programs.

Mr. Chairman and members of the subcommittee, on behalf of this Nation’s 34
Tribal Colleges and Universities (TCUs), which comprise the American Indian High-
er Education Consortium (AITHEC), thank you for the opportunity to share our fiscal
year 2008 funding recommendations for programs within the U.S. Department of
Education and the U.S. Department of Health and Human Services—Head Start
program.
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I. BACKGROUND ON TRIBAL COLLEGES AND UNIVERSITIES:

The vast majority of tribal colleges is accredited by independent, regional accredi-
tation agencies and like all institutions of higher education, must undergo stringent
performance reviews on a periodic basis to retain their accreditation status. In addi-
tion to college level programming, TCUs provide much needed high school comple-
tion (GED), basic remediation, job training, college preparatory courses, and adult
education. Tribal colleges fulfill additional roles within their respective reservation
communities functioning as community centers, libraries, tribal archives, career and
business centers, economic development centers, public meeting places, and child
care centers. Each TCU is committed to improving the lives of its students through
higher education and to moving American Indians toward self-sufficiency.

Tribal Colleges and Universities provide access to higher education for American
Indians and others living in some of the Nation’s most rural and economically de-

ressed areas. The average family income for a student first entering a TCU is
514,000, which is 27 percent below the Federal poverty threshold for a family of
four. In addition to serving their students, TCUs serve their communities through
a variety of community outreach programs.

These institutions, chartered by their respective tribal governments, were estab-
lished in response to the recognition by tribal leaders that local, culturally based
institutions are best suited to help American Indians succeed in higher education.
TCUs combine traditional teachings with conventional postsecondary curricula.
They have developed innovative ways to address the needs of tribal populations and
are overcoming long-standing barriers to success in higher education for American
Indians. Since the first TCU was established on the Navajo Nation, these vital insti-
tutions have come to represent the most significant development in the history of
American Indian higher education, providing access to and promoting achievement
among students who may otherwise never have known postsecondary education suc-
cess.

II. JUSTIFICATIONS

A. Higher Education Act

The Higher Education Act Amendments of 1998 created a separate section within
Title III, Part A, specifically for the Nation’s Tribal Colleges and Universities (Sec-
tion 316). Programs under Titles III and V of the act support institutions that enroll
large proportions of financially disadvantaged students and have low per-student ex-
penditures. Although TCUs, which are truly developing institutions, are providing
access to quality higher education opportunities to some of the most rural and im-
poverished areas of the country, the President’s fiscal year 2008 budget proposes a
20 percent cut to the TCU Title III grants program. A clear goal of the Higher Edu-
cation Act Title III programs is “to improve the academic quality, institutional man-
agement, and fiscal stability of eligible institutions, in order to increase their self-
sufficiency and strengthen their capacity to make a substantial contribution to the
higher education resources of the Nation.” The TCU Title III program is specifically
designed to address the critical, unmet needs of their American Indian students and
communities, in order to effectively prepare them for the workforce of the 21st Cen-
tury. The TCUs urge the subcommittee to reject the substantial cut proposed in the
President’s budget and fund Title III-A section 316 at $32.0 million in fiscal year
2008, an increase of $8.2 million over fiscal year 2007 and $13.5 million over the
President’s request to afford these developing institutions the resources necessary
to address the needs of their historically underserved students and communities.
Additionally, we request that report language be restated clarifying that funds in
excess of those needed to support continuation grants or new planning or implemen-
tation grants shall be used for single year facilities, renovation, and construction
grants to ensure TCUs will be able to operate in adequate and safe facilities.

The importance of Pell grants to TCUs students cannot be overstated. U.S. De-
partment of Education figures show that the majority of TCU students receive Pell
grants, primarily because student income levels are so low and our students have
far less access to other sources of aid than students at State funded and other main-
stream institutions. Within the tribal college system, Pell grants are doing exactly
what they were intended to do—they are serving the needs of the lowest income stu-
dents by helping them gain access to quality higher education, an essential step to-
ward becoming active, productive members of the workforce. The TCUs urge the
subcommittee to fund this critical grants program at the highest possible level.

B. Carl D. Perkins Career and Technical Education Act

Tribally-Controlled Postsecondary Vocational Institutions.—Section 117 of the Per-
kins Act provides basic operating funds for two of our member institutions: United
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Tribes Technical College in Bismarck, North Dakota, and Navajo Technical College
in Crownpoint, New Mexico. The TCUs urge the subcommittee to fund this program
at $8.5 million.

Native American Career and Technical Education Program.—The Native Amer-
ican Career and Technical Education Program (NACTEP) under Sec. 116 of the act
reserves 1.25 percent of appropriated funding to support Indian vocational pro-
grams. The TCUs strongly urge the subcommittee to continue to support NACTEP,
which is vital to the survival of vocational education programs being offered at Trib-
al Colleges and Universities.

C. Greater Support of Indian Education Programs

American Indian Adult and Basic Education (Office of Vocational and Adult Edu-
cation).—This program supports adult basic education programs for American Indi-
ans offered by TCUs, State and local education agencies, Indian tribes, institutions,
and agencies. Despite a lack of funding, TCUs must find a way to continue to pro-
vide basic adult education classes for those American Indians that the present K-
12 Indian education system has failed. Before many individuals can even begin the
course work needed to learn a productive skill, they first must earn a GED or, in
some cases, even learn to read. The number of students needing remedial edu-
cational programs before embarking on their degree programs is considerable at
TCUs. There is a wide need for basic adult educational programs and TCUs need
adequate funding to support these essential activities. Tribal colleges respectfully
request that the subcommittee direct $5.0 million of the Adult Education State
Grants appropriated funds to make awards to TCUs to help meet the ever increas-
ing demand for basic adult education and remediation program services.

American Indian Teacher /Administrator Corps (Special Programs for Indian Chil-
dren).—American Indians are severely under represented in the teaching and school
administrator ranks nationally. These competitive programs are designed to produce
new American Indian teachers and school administrators for schools serving Amer-
ican Indian students. These grants support recruitment, training, and in-service
professional development programs for Indians to become effective teachers and
school administrators and in doing so become excellent role models for Indian chil-
dren. We believe that the TCUs are the ideal catalysts for these two initiatives be-
cause of their current work in this area and the existing articulation agreements
they hold with 4-year degree awarding institutions. The TCUs request that the sub-
committee support these two programs at $10.0 million and $5.0 million, respec-
tively, to increase the number of qualified American Indian teachers and school ad-
ministrators in Indian Country.

DEPARTMENT OF HEALTH AND HUMAN SERVICES/ADMINISTRATION FOR CHILDREN AND
FAMILIES/HEAD START

Tribal Colleges and Universities (TCU) Head Start Partnership Program.—The
TCU-Head Start Partnership has made a lasting investment in our Indian commu-
nities by creating and enhancing associate degree programs in Early Childhood De-
velopment and related fields. Graduates of these programs help meet the degree
mandate for all Head Start program teachers. More importantly, this program has
afforded American Indian children Head Start programs of the highest quality. A
clear impediment to the ongoing success of this partnership program is the erratic
availability of discretionary funds made available for the TCU-Head Start Partner-
ship. In fiscal year 1999, the first year of the program, some colleges were awarded
3-year grants, others 5-year grants. In fiscal year 2002, no new grants were funded
at all. In fiscal year 2003, funding for eight new TCU grants was made available,
but in fiscal year 2004, only two new awards could be made because of the lack of
adequate funds. The President’s fiscal year 2008 budget includes a total request of
$6,788,571,000 for Head Start Programs. The TCUs request that the subcommittee
direct the Head Start Bureau to designate a minimum of $5.0 million of the $6.8
billion recommended for the TCU-Head Start Partnership program, to ensure that
this critical program can continue and expand so that all TCUs have the oppor-
tunity to participate in the TCU-Head Start Partnership program.

III. CONCLUSION

Tribal Colleges and Universities provide access to higher education opportunities
to many thousands of American Indians, and essential community services and pro-
grams to many more. The modest Federal investment in TCUs has already paid
great dividends in terms of employment, education, and economic development, and
continuation of this investment makes sound moral and fiscal sense. Tribal colleges
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need your help if they are to sustain and grow their programs and achieve their
missions to serve their students and communities.

Thank you again for this opportunity to present our funding recommendations.
We respectfully ask the members of the subcommittee for their continued support
of the Nation’s Tribal Colleges and Universities and full consideration of our fiscal
year 2008 appropriations needs and recommendations.

PREPARED STATEMENT OF THE AMERICAN LUNG ASSOCIATION

SUMMARY: FUNDING RECOMMENDATIONS

[In millions of dollars]

Amount
National Institutes of Health 30,537
National Heart, Lung, and Blood Institute 3,114
National Cancer Institute 5111
National Institute of Allergy and Infectious Disease 4,675
National Institute of Environmental Health Sciences 683
National Institute of Nursing Research 146
Fogarty International Center 70
Centers for Disease Control and Prevention 10,700
National Institute for Occupational Safety and Health 285
Office on Smoking and Health 145
Environmental Health: Asthma Activities 70
Tuberculosis Control Programs 252
Influenza Pandemic 2,652

The American Lung Association is pleased to present our recommendations to the
Labor Health and Human Services and Education Appropriations Subcommittee.
These programs will make a difference in the lives of millions of Americans who suf-
fer from lung disease.

The American Lung Association is one of the oldest voluntary health organiza-
tions in the United States, with a National Office and local associations around the
country. Founded in 1904 to fight tuberculosis, the American Lung Association
today fights lung disease in all its forms.

THE TOLL OF LUNG DISEASE

Each year, close to 400,000 Americans die of lung disease. Lung disease is Amer-
ica’s number three Kkiller, responsible for one in every six deaths. More than 35 mil-
lion Americans suffer from a chronic lung disease. Each year lung disease costs the
economy an estimated $157.8 billion. Lung diseases include: asthma, chronic ob-
structive pulmonary disease, lung cancer, tuberculosis, pneumonia, influenza, sleep
disgrdgred breathing, pediatric lung disorders, occupational lung disease and sar-
coidosis.

CHRONIC OBSTRUCTIVE PULMONARY DISEASE

Chronic Obstructive Pulmonary Disease, or COPD, is a growing health problem.
Yet, it remains relatively unknown to most Americans and much of the research
community. COPD refers to a group of largely preventable diseases, including em-
physema and chronic bronchitis that generally gradually limit the flow of air in the
body. COPD is the fourth leading cause of death in the United States and world-
wide. In 2004, the annual cost to the Nation for COPD was $37.2 billion. This in-
cludes $20.9 billion in direct health care expenditures, $8.9 billion in indirect mor-
bidity costs and $7.4 billion in indirect mortality costs. Medicare expenses for COPD
beneficiaries were nearly 2.5 times that of the expenditures for all other patients.

It has been estimated that 11.4 million patients have been diagnosed with some
form of COPD and as many as 24 million adults may suffer from its consequences.
In 2004, 120,104 people in the United States died of COPD. Women have exceeded
men in the number of deaths attributable to COPD since 2000. Over the past 30
years, the death rate due to COPD has doubled while the death rates for heart dis-
ease, cancer and stroke have decreased by over 50 percent.

Today, COPD is treatable but not curable. Fortunately, promising research is on
the horizon for COPD patients. Research on the genetic susceptibility underlying
COPD is making progress. Research is also showing promise for reversing the dam-
age to lung tissue caused by COPD. Despite these promising research leads, the
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American Lung Association believes that research resources committed to COPD are
not commensurate with the impact COPD has on the United States and the world.

The American Lung Association strongly recommends that the NIH and other
Federal research programs commit additional resources to COPD research pro-
grams. We support increasing the National Heart, Lung and Blood Institute budget
to $3,114 billion. The Lung Association supports the CDC in gathering more infor-
mation about COPD as part of the National Health and Nutrition Examination Sur-
vey, the Behavioral Risk Factor Surveillance System and other health surveys. This
information will help public health professionals and researchers understand the
disease better and lead to possible control of the disease.

TOBACCO USE

Tobacco use is the leading preventable cause of death in the United States, killing
more than 438,000 people every year. Smoking is responsible for one in five U.S.
deaths. The direct health care and lost productivity costs of tobacco-caused disease
and disability are also staggering, an estimated $167 billion each year.

The CDC’s Office on Smoking and Health provides significant technical assistance
to States to develop comprehensive and effective tobacco prevention programs, in ad-
dition to providing a small, yet essential, amount of Federal assistance directly to
State tobacco control and prevention programs. Funds for tobacco prevention at
CDC also are used to maintain comprehensive information on smoking and health
and to support ongoing research on tobacco-related issues.

We believe Congress should fund the type of youth tobacco prevention programs
that science tells us are essential to counter the impact of tobacco company mar-
keting to our kids. The American Lung Association strongly supports a minimum
level of $145 million in fiscal year 2008 funding for the Office on Smoking and
Health.

ASTHMA

Asthma is a chronic lung disease in which the bronchial tubes become swollen and
narrowed, preventing air from getting into or out of the lung. An estimated 32.6 mil-
lion Americans have ever been diagnosed with asthma by a health professional. Ap-
proximately 22.2 million Americans currently have asthma, of which 12.2 million
had an asthma attack in 2005. Asthma prevalence rates are almost 12 percent high-
er among African Americans than whites. Studies also suggest that Puerto Ricans
have higher asthma prevalence rates and age-adjusted death rates than all other
Hispanic subgroups.

Asthma is expensive. Asthma incurs an estimated annual economic cost of $16.1
billion to our Nation. Asthma is the third leading cause of hospitalization among
children under the age of 15. It is also the number one cause of school absences at-
tributed to chronic conditions. The Federal response to asthma has three compo-
nents: research, programs and planning. We are making progress on all three fronts
but more must be done:

Asthma Research

Researchers are developing better ways to treat and manage chronic asthma. The
NHLBI has shown that using corticosteroids to treat children with mild to moderate
asthma is safe and effective. Genetic research is also providing insights into asthma.
Researchers in the NHLBI-supported Asthma Clinical Research Network have dis-
covered that a genetic variation determines how well asthma patients will respond
to the most common asthma medication, inhaled beta-agonists. This discovery will
help physicians better target the drugs they proscribe.

Asthma Programs

Last year, Congress provided approximately $31.9 million for the CDC to conduct
asthma programs. The American Lung Association recommends that CDC be pro-
vided $70 million in fiscal year 2008 to expand its asthma programs. This funding
includes State asthma planning grants, which leverage small amounts of funding
into more comprehensive State programs.

Asthma Surveillance

In addition to public education programs, the CDC has been piloting programs to
determine how to establish a nationwide health-tracking system. Congress needs to
increase funding to create a nationwide health-tracking system, based on the local-
ized pilots that are underway now.
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LUNG CANCER

An estimated 351,344 Americans are living with lung cancer. During 2007, an es-
timated 213,380 new cases of lung cancer will be diagnosed. Also, 160,390 Ameri-
cans will die from lung cancer. Survival rates for lung cancer tend to be much lower
than those of most other cancers. Men have higher rates of lung cancer than women.
However, over the past 30 years, the lung cancer age-adjusted incidence rate has
decreased 9 percent in males compared to an increase of 143 percent in females.
Further, African Americans are more likely to develop and die from lung cancer
than persons of any other racial group.

Given the magnitude of lung cancer and the enormity of the death toll, the Amer-
ican Lung Association strongly recommends that the NIH and other Federal re-
search programs commit additional resources to lung cancer research programs. We
support increasing the National Cancer Institute budget to $5.111 billion.

INFLUENZA

Influenza is a highly contagious viral infection and one of the most severe ill-
nesses of the winter season. It is responsible for an average of 200,000 hospitaliza-
tions and 36,000 deaths each year. Further, the emerging threat of a pandemic in-
fluenza is looming. Public health experts warn that over half a million Americans
could die and over 2.3 million could be hospitalized if a moderately severe strain
of a pandemic flu virus hits the United States. To prepare for a potential pandemic,
the American Lung Association supports funding the Federal Pandemic Influenza
Plan at the recommended level of $2.652 billion.

TUBERCULOSIS

Tuberculosis primarily affects the lungs but can also affect other parts of the
body. There are an estimated 10 million to 15 million Americans who carry latent
TB infection. Each has the potential to develop active TB in the future. About 10
percent of these individuals will develop active TB disease at some point in their
lives. In 2005, there were 14,097 cases of active TB reported in the United States.
While declining overall TB rates are good news, the emergence and spread of multi-
drug resistant TB pose a significant threat to the public health of our Nation. Con-
tinued support is needed if the United States is going to continue progress toward
the elimination of TB. We request that Congress increase funding for tuberculosis
programs to $252 million for fiscal year 2008.

The NIH also has a prominent role to play in the elimination of TB. Currently
there is no highly effective vaccine to prevent TB transmission. However, the recent
sequencing of the TB genome and other research advances has put the goal of an
effective TB vaccine within reach. In addition, the American Lung Association en-
courages the subcommittee to fully fund the TB vaccine blueprint development effort
at the NIAID.

Fogarty International Center TB Training Programs

The Fogarty International Center at NIH provides training grants to U.S. univer-
sities to teach AIDS treatment and research techniques to international physicians
and researchers. Because of the link between AIDS and TB infection, FIC has cre-
ated supplemental TB training grants for these institutions to train international
health care professionals in the area of TB treatment and research. However, we
believe TB training grants should not be offered exclusively to institutions that have
received AIDS training grants. The TB grants program should be expanded and
open to competition from all institutions. The American Lung Association rec-
ommends Congress provide $70 million for FIC to expand the TB training grant pro-
gram from a supplemental grant to an open competition grant.

ENVIRONMENTAL HEALTH

The National Institute of Environmental Health Sciences funds vital research on
the impact of environmental influence on disease. The American Lung Association
supports increasing the appropriation from this subcommittee to $680 million.

RESEARCHING AND PREVENTING OCCUPATIONAL LUNG DISEASE

The American Lung Association recommends that the subcommittee provide $285
million for the National Institute for Occupational Safety and Health (NIOSH) at
the CDC.
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CONCLUSION

In conclusion, Mr. Chairman, lung disease is a continuing, growing problem in the
United States. It is America’s number three killer, responsible for one in seven
deaths. The lung disease death rate continues to climb. Mr. Chairman, the level of
support this committee approves for lung disease programs should reflect the ur-
gency illustrated by these numbers.

PREPARED STATEMENT OF THE AMERICAN NATIONAL RED CROSS AND THE UNITED
NATIONS FOUNDATION

Chairman Harkin, Senator Specter, and members of the subcommittee, the Amer-
ican Red Cross and the United Nations Foundation appreciate the opportunity to
submit testimony in support of measles control activities of the U.S. Centers for Dis-
ease Control and Prevention (CDC). The American Red Cross and the United Na-
tions Foundation recognize the leadership that Congress has shown in funding CDC
for these essential activities.

In 2001, CDC—along with the American Red Cross, the United Nations Founda-
tion, the World Health Organization, and UNICEF—became one of the spear-
heading partners of the Measles Initiative, a partnership committed to reducing
measles deaths globally. When the Initiative began, the United Nations had set the
goal of reducing measles deaths by 50 percent by 2005 compared with 1999 figures.
Measles is one of the leading causes of vaccine-preventable death worldwide, and
at its outset this partnership committed to meeting that global goal.

Thanks to your leadership in appropriating funds, the international effort to re-
duce measles deaths has made tremendous progress. In January 2007, in an article
published in “The Lancet,” WHO announced that this goal was not only reached,
but surpassed: global measles deaths had dropped from 873,000 in 1999 to 345,000
in 2005, a reduction of 60 percent. In sub-Saharan Africa, the success was even
greater during those years, with measles deaths dropping by 75 percent, from
506,000 to 126,000.

How was this remarkable international public health success achieved? Working
closely with host governments, the Measles Initiative has been the main inter-
national supporter of mass measles immunization campaigns since 2001. The Initia-
tive mobilized more than $300 million and provided technical support to host gov-
ernments in 48 developing countries conducting these vaccination campaigns and
improving routine vaccination services. As a result, almost 400 million children in
Africa and Asia received measles immunizations, preventing an estimated 2.3 mil-
lion child deaths.

Nearly all the measles vaccination campaigns have been able to reach more than
90 percent of their target populations. Countries recognize the opportunities that
measles vaccination campaigns provide in accessing mothers and young children,
and have begun increasingly “integrating” the campaigns with other life-saving
health interventions. In addition to measles vaccine, Vitamin A (crucial for pre-
venting blindness in under nourished children), de-worming medicine, and insecti-
cide-treated bed nets (ITNs) for malaria prevention are distributed during vaccina-
tion campaigns. The scale of these distributions is immense. For example, more
than 18 million ITNs were distributed in vaccination campaigns in the last few
years saving more than 378,000 lives. Thus, these campaigns protect young children
from both measles and malaria, which kills an African child every 30 seconds. The
delivery of multiple child health interventions during a single campaign is far less
expensive than delivering the interventions separately, and this strategy increases
the potential positive impact on children’s health from a single campaign.

Based on the success in reaching the 2005 measles mortality reduction goal, a
bold new global goal has been set: to reduce measles deaths by 90 percent by 2010
compared with 2000 figures. In addition to sustaining the reduction of measles cases
and deaths in sub-Saharan Africa, the Initiative will provide funds and technical
support to South Asia, where countries with the largest measles burdens are now
found. Countries such as Pakistan and India have not yet mounted national measles
vaccination campaigns due to competing health priorities and the challenges and
costs of vaccinating tens of millions of children. Achieving this new goal will require
the continued and expanded support of CDC for the purchase of vaccine and the
provision of technical expertise in Africa and Asia.

By controlling measles cases in other countries, U.S. children are also being pro-
tected from the disease. A major resurgence of measles occurred in the United
States between 1989 and 1991, with more than 55,000 cases reported. This resur-
gence was particularly severe, accounting for more than 11,000 hospitalizations and
123 deaths. Since then, measles control measures in the United States have been



68

strengthened and endemic transmission of measles cases have been eliminated here
since 2000. However, importations of measles cases into this country continue to
occur each year.

ROLE OF CDC IN GLOBAL MEASLES MORTALITY REDUCTION

From fiscal year 2001-2007, Congress provided more than $250 million in funding
to CDC for global measles control activities. These funds were used for the purchase
of over 200 million doses of measles vaccine for use in large-scale measles vaccina-
tion campaigns in 42 countries in Africa and 6 countries in Asia, and for the provi-
sion of technical support to Ministries of Health in those countries. Specifically, this
technical support includes:

—Planning, monitoring, and evaluating large-scale measles vaccination cam-

paigns;

—Conducting epidemiological investigations and laboratory surveillance of mea-
sles outbreaks; and

—Conducting operations research to guide cost-effective and high quality measles
control programs.

In addition, CDC epidemiologists and public health specialists have worked close-
ly with WHO, UNICEF, the United Nations Foundation, and the American Red
Cross to strengthen measles control programs at global and regional levels.

While it is not possible to precisely quantify the impact of CDC’s financial and
technical support to the Measles Initiative, there is no doubt that CDC’s support—
made possible by the funding appropriated by Congress—was essential in helping
achieve the sharp reduction in measles deaths in just 6 years.

The American Red Cross and the United Nations Foundation would like to ac-
knowledge the leadership and work provided by CDC and recognize that CDC
brings much more to the table than just financial resources. The Measles Initiative
is fortunate in having a partner that provides critical personnel and technical sup-
port for vaccination campaigns and in response to disease outbreaks. CDC personnel
have routinely demonstrated their ability to work well with other organizations and
provide solutions to complex problems that help critical work get done faster and
more efficiently.

In fiscal year 2007, Congress has appropriated approximately $43 million to fund
CDC for global measles control activities. The American Red Cross and the United
Nations Foundation thank Congress for the financial support that has been pro-
vided to CDC in the past and this year. We respectfully request an additional $10
million increase in the fiscal year 2008 funding for CDC’s measles control activities
so that the gains made to date can continue and the 2010 goal of a 90 percent reduc-
tion in measles deaths can be achieved.

The additional funds we are seeking for CDC are critical for:

—Sustaining the great progress in measles mortality reduction in Africa by
strengthening measles surveillance and strengthening the delivery of measles
vaccine through routine immunization services to protect new birth cohorts;

—Conducting large-scale measles vaccination campaigns in South Asia, thus pro-
tecting million of children;

—Conducting nationwide measles vaccination campaigns in countries, such as the
Philippines, lacking access to traditional and new funding sources.

Your commitment has brought us unprecedented victories in reducing measles
mortality around the world. Measles can cause severe complications and death. Your
continued support for this initiative helps prevent children from needlessly suffering
from this debilitating disease in the United States and abroad.

Thank you for the opportunity to submit testimony.

PREPARED STATEMENT OF THE AMERICAN NEPHROLOGY NURSES’ ASSOCIATION
INTRODUCTION

On behalf of the American Nephrology Nurses’ Association (ANNA), I appreciate
having the opportunity to submit written testimony to the Senate Labor, Health,
and Human Services (LHHS) Subcommittee regarding funding for nursing and ne-
phrology related programs in fiscal year 2008. ANNA is a professional nursing orga-
nization of more than 12,000 registered nurses practicing in nephrology, transplan-
tation, and related therapies. Nephrology nurses use the nursing process to care for
patients of all ages who are experiencing, or are at risk for, kidney disease.

ANNA understands that Congress has many concerns and limited resources, but
believes kidney disease is a heavy burden on our society that must be addressed.
The United States has the highest incidence rate of late stage kidney disease in the
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world.1 The direct economic cost for treating kidney failure is $20 billion a year in
the United States and the number of people diagnosed with kidney failure has dou-
bled each decade for the last 20 years. Because kidney disease imposes such a heavy
burden in the United States, we must provide adequate funding for research and
prevention programs.

KIDNEY DISEASE AND NEPHROLOGY NURSING

Chronic kidney disease (CKD) is the slow, progressive loss of kidney function as
a result of abnormalities of the kidney. The National Kidney Foundation estimates
that around 20 million Americans have CKD, and another 20 million are at risk.
When CKD patients lose 85 percent of kidney function, it is known as end stage
renal disease (ESRD).2 When patients reach ESRD, they must receive replacement
therapy either in the form of dialysis or kidney transplant in order to survive. While
kidney transplant is a treatment option for many ESRD patients, unfortunately the
need for donor organs exceeds the supply, resulting in long waiting times for those
who do not have a living donor.

CKD is often undiagnosed until the signs and symptoms related to the loss of kid-
ney function materialize. Risk factors for developing CKD include increasing age,
family history and diabetes. The disease is more prevalent in men and people of Af-
rican American, American Indian, Hispanic, Asian, or Pacific Islander descent.

Since treatment of kidney patients often spans the duration of their lifetime, ne-
phrology nurses must be skilled in offering care for all stages of life and disease pro-
gression. Nephrology nurses work in dialysis clinics, hospitals, physician practices,
transplant programs, and many other settings.

To ensure that patients receive the best quality care possible, ANNA supports
Federal programs and research institutions that address the national nursing short-
age and conduct biomedical research into kidney disease and related health prob-
lems. Therefore, ANNA respectfully requests the Senate LHHS Appropriations Sub-
committee provide increased funding for the following programs:

NURSING WORKFORCE AND DEVELOPMENT PROGRAMS AT THE HEALTH RESOURCES AND
SERVICES ADMINISTRATION (HRSA)

ANNA supports efforts to resolve the national nursing shortage, including appro-
priate funding to address the shortage of qualified nursing teaching faculty. Ne-
phrology nursing requires a high level of education and technical expertise, and
ANNA is committed to assuring and protecting access to professional nursing care
delivered by highly educated, well-trained, and experienced registered nurses for in-
dividuals with kidney disease or other disease processes that require replacement
therapies.

According to the Department of Health and Human Services, the Nursing Work-
force Development programs at HRSA have supported the recruitment, education,
and retention of an estimated 36,750 nurses. A report issued by HRSA, Projected
Supply, Demand, and Shortages of Registered Nurses: 2000-2020, predicts that the
nursing shortage is expected to grow by 29 percent by 2020. The HRSA Nursing
Workforce Development Programs provide the largest source of Federal funding to
address the national nursing shortage, therefore:

ANNA strongly supports the national nursing community’s request of $200 mil-
lionSXl fiscal year 2008 funding for Nursing Workforce Development programs at
HRSA.

NATIONAL INSTITUTE OF DIABETES AND DIGESTIVE AND KIDNEY DISEASES (NIDDK)

As the primary professional caretakers of patients with CKD and ESRD, ANNA
members support legislative, regulatory, and programmatic efforts that promote pre-
vention and management of chronic kidney disease, including early diagnosis, edu-
cation and proactive creation of native fistulae for dialysis.

NIDDK supports and conducts research on many serious diseases, including
chronic kidney disease and ESRD. Specifically, the National Kidney Disease Edu-
cation Program (NKDEP) at NIDDK is focused on reducing the overall mortality
and morbidity from kidney disease. The programs at NKDEP were created to in-
crease awareness about the seriousness of kidney disease, and the importance of
prevention, early diagnosis, and appropriate management of kidney disease.

1Sources: National Kidney Disease Education Program, American Nephrology Nurses’ Asso-
ciation.

2 American Nephrology Nurses’ Association. (2006). Chronic Kidney Disease Fact Sheet [Bro-
chure]. ANNA Chronic Kidney Disease Special Interest Group: Author.
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ANNA encourages Congress to support funding for research into and prevention
of kidney disease by providing the maximum possible funding level for NIDDK in
fiscal year 2008.

NATIONAL INSTITUTE OF NURSING RESEARCH (NINR)

ANNA understands that research is essential for the advancement of nursing
science, and believes new concepts must be developed and tested to sustain the con-
tinued growth of the nephrology nursing profession. NINR works to create cost-effec-
tive and high-quality health care by testing new nursing science concepts and inves-
tigating how to best integrate them into daily practice. NINR has a broad mandate
that includes seeking to prevent and delay disease and to ease the symptoms associ-
ated with both chronic and acute illnesses. NINR’s recent areas of research focus
include the following:

—End of life and palliative care in rural areas;

—Research in multi-cultural societies;

—Bio-behavioral methods to improve outcomes research; and

—Increasing health promotion through comprehensive studies.

ANNA respectfully requests $150 million in funding for NINR in fiscal year 2008
to continue their efforts to address issues related to nursing care for chronic and
acute illnesses.

CONCLUSION

I appreciate the opportunity to share ANNA’s fiscal year 2008 funding priorities
for programs designed to address issues relating to kidney disease and provide for
a sustainable nursing workforce. Providing $200 million in fiscal year 2008 funding
to the HRSA Nursing Workforce Development programs, $150 million to NINR and
the largest allocation possible for NIDDK will ensure we are providing adequate re-
sources for this fight. ANNA thanks the Senate LHHS Appropriations Sub-
committee for their consideration and is happy to serve as a resource regarding
these programs or other kidney disease or nursing related issues.

PREPARED STATEMENT OF THE AMERICAN OPTOMETRIC ASSOCIATION

The American Optometric Association appreciates the opportunity to submit writ-
ten testimony to the file of the hearing of the Labor, Health and Human Services,
Education and Related Agencies Subcommittee of the Senate Appropriations Com-
mittee in support of increased funding the National Eye Institute (NEI), of the Na-
tional Institutes of Health (NIH).

The American Optometric Association represents over 35,000 practicing Doctors
of Optometry across the Nation. As a profession devoted to improving the vision
care and health of the public, doctors of optometry examine eyes and the visual sys-
tem, treat ocular diseases and disorders, and diagnose related systemic conditions.

Doctors of optometry (ODs) are the primary health care professionals for the eye.
Optometrists examine, diagnose, treat, and manage diseases, injuries, and disorders
of the visual system, the eye, and associated structures, as well as identify related
systemic conditions affecting the eye.

—ODs prescribe medications, low vision rehabilitation, vision therapy, spectacle

lenses, contact lenses, and perform certain surgical procedures.

—Optometrists counsel their patients regarding surgical and non-surgical options
thalt meet their visual needs related to their occupations, avocations, and life-
style.

—An optometrist has completed pre-professional undergraduate education in a
college or university and 4 years of professional education at a college of optom-
etry, leading to the doctor of optometry (O.D.) degree. Some optometrists com-
plete an optional residency in a specific area of practice.

—Optometrists are eye health care professionals state-licensed to diagnose and
treat diseases and disorders of the eye and visual system.

The American Optometric Association (AOA) requests fiscal year 2008 National
Institutes of Health (NIH) funding at $31 billion, or a 6.7 percent increase over fis-
cal year 2007, to balance the biomedical inflation rate of 3.7 percent and to maintain
the momentum of discovery. Although AOA commends the leadership’s actions in
the 110th Congress to increase fiscal year 2007 NIH funding by $620 million, this
was just an initial step in restoring the NIH’s purchasing power, which had declined
by more than 13 percent since fiscal year 2005. That power would be eroded even
further under the administration’s fiscal year 2008 budget proposal. Funding would
also be eroded even further under the administration’s fiscal year 2008 budget pro-
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posal. AOA commends NIH Director, Dr. Elias Zerhouni, who has articulately de-
scribed his agenda to foster collaborative, cost-effective research and to transform
the health care research and delivery paradigm into one that is predictive, preemp-
tive, preventive, and personalized. NIH is the world’s premier institution and must
be adequately funded so that its research can reduce health care costs, increase pro-
ductivity, improve quality of life, and ensure our Nation’s global competitiveness.

AOA requests that Congress make eye and vision health a top priority by funding
the National Eye Institute (NEI) at $711 million in fiscal year 2008, or a 6.7 percent
increase over fiscal year 2007. This level is necessary to fully advance the break-
throughs resulting from NEI’s basic and clinical research that are resulting in treat-
ments and therapies to prevent eye disease and restore vision. Vision impairment/
eye disease is a major public health problem that is growing and that disproportion-
ately affects the aged and minority populations, costing the United States at least
$68 billion annually in direct and societal costs, let alone the indirect costs of re-
duced independence and decreased quality of life. Adequately funding the NEI is a
cost-effective investment in our Nation’s health, as it can delay, save, and prevent
expenditures, especially to the Medicare and Medicaid programs.

FUNDING THE NEI AT $711 MILLION IN FISCAL YEAR 2008 WOULD ENABLE IT TO LEAD
TRANS-INSTITUTE VISION RESEARCH THAT MEETS NIH'S GOAL OF PREEMPTIVE, PRE-
DICTIVE, PREVENTIVE, AND PERSONALIZED HEALTH CARE

Funding NEI at $711 million in fiscal year 2008 represents the judgment of the
AOA and its partners in the eye and vision research community as the level nec-
essary to fully advance breakthroughs resulting from NEI’s basic and clinical re-
search that are resulting in treatments and therapies to prevent eye disease and
restore vision.

—NEI research responds to the NIH’s overall major health challenges, as set forth
by NIH Director Dr. Zerhouni: an aging population; health disparities; the shift
from acute to chronic diseases; and the co-morbid conditions associated with
chronic diseases (e.g., diabetic retinopathy as a result of the epidemic of diabe-
tes). In describing the predictive, preemptive, preventive, and personalized ap-
proach to health care research, Dr. Zerhouni has also frequently cited NEI-fund-
ed research as a tangible example of the value of our Nation’s past and future
investment in the NIH.

Although NETI’s breakthroughs came directly from the past doubling of the NIH
budget, their long-term potential to preempt, predict, prevent, and treat disease re-
lies on adequately funding NEI’s follow-up research. Unless its funding is increased,
the NEI's ability to capitalize on the findings cited above will be seriously jeopard-
ized, resulting in missed opportunities that include:

—PFollowing up on the Age-related Macular Degeneration (AMD) gene discovery
by developing diagnostics for early detection and developing promising thera-
pies, as well as to further study the impact of the body’s inflammatory response
on other degenerative eye diseases.

—Fully investigating the impact of additional, cost-effective dietary supplements
in the Age-Related Eye Disease Study (AREDS) study, singly and in combina-
tion, to determine if they can demonstrate enhanced protective effects against
progression to advanced AMD.

In addition, NEI research into other significant eye disease programs, such as
glaucoma and cataract, will be threatened, along with quality of life research pro-
grams into low vision and chronic dry eye. This comes at a time when the U.S. Cen-
sus and NEI-funded epidemiological research (also threatened without adequate
funding) both cite significant demographic trends that will increase the public
health problem of vision impairment and eye disease.

VISION IMPAIRMENT/EYE DISEASE IS A MAJOR PUBLIC HEALTH PROBLEM THAT IS IN-
CREASING HEALTH CARE COSTS, REDUCING PRODUCTIVITY AND DIMINISHING QUALITY
OF LIFE

The 2000 U.S. Census reported that more than 119 million people in the United
States were age 40 years or older, which is the population most at risk for age-re-
lated eye disease. The NEI estimates that, currently, more than 38 million Ameri-
cans age 40 years and older experience blindness, low vision or an age-related eye
disease such as AMD, glaucoma, diabetic retinopathy, or cataracts. This is expected
to grow to more than 50 million Americans by 2020. The economic and societal im-
pact of eye disease is increasing not only due to the aging population, but to its dis-
proportionate incidence in minority populations and as a co-morbid condition of
other chronic, common disease, such as diabetes.
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Although the NEI estimates that the current annual cost of vision impairment
and eye disease to the United States is $68 billion, this number does not fully quan-
tify the impact of direct health care costs, lost productivity, reduced independence,
diminished quality of life, increased depression, and accelerated mortality. The con-
tinuum of vision loss presents a major public health problem and financial challenge
to both the public and private sectors.

In public opinion polls over the past 40 years, Americans have consistently identi-
fied fear of vision loss as second only to fear of cancer. As a result, Federal funding
for the NEI is a vital investment in the health, and vision health, of our Nation,
especially our seniors, as the treatments and therapies emerging from research can
preserve and restore vision. Adequately funding the NEI can delay, save, and pre-
vent expenditures, especially those associated with the Medicare and Medicaid pro-
grams, and is, therefore, a cost-effective investment.

AOA urges fiscal year 2008 NIH and NEI funding at $31 billion and $711 million,
respectively

Of course, vision impairment and eye disease are not limited to the middle-aged
and the elderly. Public health experts recommend that children visit an eye care
professional in the first year of life—one of the most critical stages of visual develop-
ment—to identify the potential for eye and vision problems.

In fact, current research shows us that:

—One in 10 children is at risk from undiagnosed eye and vision problems, which,
if undetected, could lead to permanent vision impairment, and in rare cases,
life-threatening health risks.

—Only 14 percent of children from infancy to age 6 have had a comprehensive
eye assessment from an eye care professional.

The NEI has funded several clinical trials in the area of children’s vision. The VIP
Study (Vision in Preschoolers) evaluated the best screening tests to identify pre-
school children in need of vision care for amblyopia (“lazy” eye), strabismus (crossed
eyes) and significant refractive errors (e.g., nearsightedness or farsightedness). The
CLEER Study (Collaborative Longitudinal Evaluation of Ethnicity and Refractive
Error) evaluated the role of ethnicity in children’s vision conditions. The CITT Study
(Convergence Insufficiency Treatment Trial) is studying the success rates of treat-
ments for convergence insufficiency (eye turns in). The NEI budget should be suffi-
cient to permit funding of grants at a high level in the areas of strabismus, ambly-
opia and refractive error. Since about 60 percent of Americans have refractive errors
requiring eyeglasses or contact lenses, research in the cause and prevention of re-
fractive error should continue.

The value of clinical trials to the public cannot be overestimated. NEI has a re-
markable record of scientific breakthroughs attributed to clinical trial research, be-
ginning with studies of diabetic retinopathy in the 1970s. NEI clinical trials involve
collaboration with many institutions, health professionals and thousands of patients.
Although significant progress has been made, further clinical trial research is need-
ed to determine the causes of refractive error and amblyopia in children and subse-
quent prevention of visual impairment.

In an effort to encourage early detection and treatment, the American Optometric
Association launched in 2005 a national public health initiative to provide no-cost
vision assessments for infants. The program is called InfantSEE®, and it’s achieving
remarkable results for children and their families. Thanks to the more than 7,500
of my colleagues from across the country who have volunteered their time and ex-
pertise to make this optometry’s most successful vision saving and lifesaving public
health initiative, more than 80,000 babies have received a vision assessment at no
cost from their local optometrist.

PREPARED STATEMENT OF THE AMERICAN PUBLIC HEALTH ASSOCIATION

The American Public Health Association (APHA) is the Nation’s oldest, largest
and most diverse organization of public health professionals in the world, dedicated
to protecting all Americans and their communities from preventable, serious health
threats and assuring community-based health promotion and disease prevention ac-
tivities and preventive health services are universally accessible in the United
States. We are pleased to submit our views on Federal funding for public health ac-
tivities in fiscal year 2008.

RECOMMENDATIONS FOR FUNDING THE PUBLIC HEALTH SERVICE

APHA'’s budget recommendation for overall funding for the Public Health Service
includes funding for the Centers for Disease Control and Prevention (CDC), the
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Health Resources and Services Administration (HRSA), the Substance Abuse and
Mental Health Services Administration (SAMHSA), the Agency for Healthcare Re-
search and Quality (AHRQ), and the National Institutes of Health (NIH), as well
as agencies outside the subcommittee’s jurisdiction—the Food and Drug Administra-
tion (FDA) and the Indian Health Service (IHS).

CENTERS FOR DISEASE CONTROL AND PREVENTION (CDC)

APHA believes that Congress should support CDC as an agency—not just the in-
dividual programs that it funds. We support a funding level for CDC that enables
it to carry out its mission to protect and promote good health and to assure that
research findings are translated into effective State and local programs.

In the best professional judgment of APHA, in conjunction with the CDC Coali-
tion—given the challenges and burdens of chronic disease, a potential influenza pan-
demic, terrorism, disaster preparedness, new and reemerging infectious diseases, in-
creasing drug resistance to critically important antimicrobial drugs and our many
unmet public health needs and missed prevention opportunities—we believe the
agency will require funding of at least $10.7 billion including sufficient funding to
prepare the Nation against a potential influenza pandemic, funding for the Agency
for Toxic Substances and Disease Registry and to maintain the current funding level
for the Vaccines for Children (VFC) program. This request does not include any ad-
ditional funding that may be required to expand the mandatory VFC in fiscal year
2008.

APHA appreciates the subcommittee’s work over the years, including your rec-
ognition of the need to fund chronic disease prevention, infectious disease preven-
tion and treatment, programs to combat racial, ethnic and geographic disparities in
health and health care and environmental health programs at CDC. Federal fund-
ing through CDC provides the foundation for our State and local public health de-
partments, supporting a trained workforce, laboratory capacity and public health
education communications systems.

CDC also serves as the command center for our Nation’s public health defense
system against emerging and reemerging infectious diseases. With the for an poten-
tial onset of an influenza pandemic, in addition to the many other natural and man-
made threats, CDC is the Nation’s—and the world’s—expert resource and response
center, coordinating communications and action and serving as the laboratory ref-
erence center.

CDC’s budget has actually shrunk since 2005 in terms of real dollars—by almost
4 percent. If you add inflation, the cuts are even worse—and these are cuts to the
core programs of the agency. The current administration request for fiscal year 2008
is inadequate, with a total cut to core budget categories from fiscal year 2005 to fis-
cal year 2008 of half a billion dollars. We are moving in the wrong direction, espe-
cially in these challenging times when public health is being asked to do more, not
less. Funding public health outbreak by outbreak is not an effective way to ensure
either preparedness or accountability. Until we are committed to a strong public
health system, every crisis will force trade offs.

CDC serves as the lead agency for bioterrorism preparedness and must receive
sustained support for its preparedness programs in order for our Nation to meet fu-
ture challenges. APHA supports the proposed increase for anti-terrorism activities
at CDC, including the increases for the Strategic National Stockpile. However, we
strongly oppose the President’s proposed $125 million cut to the State and local ca-
pacity grants. We ask the subcommittee to restore these cuts to ensure that our
States and local communities can be prepared in the event of an act of terrorism.

Unfortunately, the President’s budget proposes the elimination of some very im-
portant CDC programs, like the Preventive Health and Health Services (PHHS)
Block Grant. Within an otherwise-categorical funding construct, the PHHS Block
Grant is the only source of flexible dollars for States and localities to address their
unique public health needs. The track record of positive public health outcomes from
PHHS Block Grant programs is strong, yet so many requests go unfunded. We en-
courage the subcommittee to restore the cuts and fund the Prevention Block Grant
at $131 million.

We must address the growing disparity in the health of racial and ethnic minori-
ties. CDC’s Racial and Ethnic Approaches to Community Health (REACH), helps
States address these serious disparities in infant mortality, breast and cervical can-
cer, cardiovascular disease, diabetes, HIV/AIDS and immunizations. Please provide
adequate funds for this program.

We encourage the subcommittee to provide adequate funding for CDC’s Environ-
mental Public Health Services Branch to revitalize environmental public health
services at the national, State and local level. As with the public health workforce,
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the environmental health workforce is declining. Furthermore, the agencies that
carry out these services are fragmented and their resources are stretched. These
services are the backbone of public health and are essential to protecting and ensur-
ing the health and well being of the American public from threats associated with
West Nile virus, terrorism, E. coli and lead in drinking water. We encourage the
committee to provide at least $50 million for CDC’s Environmental Health Tracking
Network.

We also encourage the subcommittee to provide $50 million to CDC Environ-
mental Health Activities to develop and enhance CDC’s capacity to help the Nation
prepare for and adapt to the potential health effects of global climate change. This
new request for funding would help prepare State and local health department to
prepare for the public health impacts of global climate change, allow CDC to fund
academic and other institutions in their efforts to research the impacts of climate
change on public health and to create a Center of Excellence at CDC to serve as
a national resource for health professionals, government leaders and the public on
climate change science.

HEALTH RESOURCES AND SERVICES ADMINISTRATION (HRSA)

HRSA programs are designed to give all Americans access to the best available
health care services. Through its programs in thousands of communities across the
country, HRSA provides a health safety net for medically underserved individuals
and families, including more than 45 million Americans who lack health insurance;
50 million Americans who live in neighborhoods where primary health care services
are scarce; African American infants, whose infant mortality rate is more than dou-
ble that of whites; and the estimated 1 to 1.2 million people living with HIV/AIDS.
Programs to support the underserved place HRSA on the front lines in erasing our
Nation’s racial/ethnic and rural/urban disparities in health status. HRSA funding
goes where needs exists, in communities all over America. In the best professional
judgment of APHA, to respond to this challenge, the agency will require an overall
funding level of at least $7.5 billion for fiscal year 2008.

APHA is gravely concerned about a number of programs that are slated for deep
cuts or elimination under the administration’s budget proposal. Building on the
HRSA programs that were cut or eliminated in the fiscal years 2006 and 2007 ap-
propriations bills, we strongly suggest that this trend is moving our Nation in the
wrong direction. We urge the subcommittee to restore funding to HRSA programs
that were cut last year, as well as ensure adequate funding for fiscal year 2008 by
rejecting the proposed cuts contained in the President’s budget.

We express our dismay at the eroding support from the administration for some
of HRSA’s programs. On top of the $250 million cut to the agency for fiscal year
2006, the President has proposed another $321 million overall cut from last year’s
appropriated level. Under the proposal, total cuts to HRSA since fiscal year 2005
would reach more than $570 million, a devastating 8 percent cut in 2 years, which
has been even more severe for HRSA’s core programs from which funding has been
diverted to fund other administration priorities. We urge the subcommittee to re-
store the cuts delivered to these programs in fiscal years 2006 and 2007, and reject
the President’s proposed cuts for fiscal year 2008. We are again concerned that the
HRSA health professions programs under Title VII and VIII of the Public Health
Service Act have landed on the chopping block. Today our Nation faces a widening
gap between challenges to improve the health of Americans and the capacity of the
public health workforce to meet those challenges. These programs help meet the
health care delivery needs of the areas in this country with severe health profes-
sions shortages, at times serving as the only source of health care in many rural
and disadvantaged communities.

We believe the elimination of the Healthy Community Access Program, the Trau-
matic Brain Injury program, universal newborn hearing screening programs, and
the Emergency Medical Services for Children Program, will further undermine the
availability of basic health services for those most in need-especially children. The
Healthy Community Access Program is an example of communities building part-
nerships among health care providers to deliver a broader range of health services
to their neediest residents. Elimination of the universal newborn hearing screening
programs in the administration’s budget will leave hearing impairments in infants
undetected, negatively impacting speech and language acquisition, academic
achievement, and social and emotional development. The proposed elimination of
EMSC jeopardizes improvements made to pediatric emergency care, disproportion-
ately affecting children eligible for Medicaid and SCHIP, but not enrolled due to
State enrollment limits and budgetary pressures, and therefore frequently use emer-
gency health services.
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The Maternal and Child Health Block Grant is also operating for a third year
with less funds than in fiscal year 2005, yet with greater needs among pregnant
women, infants, and children, particularly those with special health care needs.

We are pleased with the increases proposed by the President for programs under
the Ryan White CARE Act, administered by HRSA’s HIV/AIDS Bureau. The CARE
Act programs are an important safety net, providing an estimated 571,000 people
access to services and treatments each year. At a time when the number of new do-
mestic HIV/AIDS cases is increasing, we support increased funding for these pro-
grams.

Through its many programs, HRSA helps countless individuals live healthier
lives. APHA believes that with adequate resources, HRSA is well positioned to meet
these challenges as it continues to provide needed health care to the Nation’s most
vulnerable citizens. Please restore funds to these important public health programs.

AGENCY FOR HEALTHCARE RESEARCH AND QUALITY (AHRQ)

We request a funding level of $350 million for the AHRQ for fiscal year 2008. This
level of funding is needed for the agency to fully carry out its congressional mandate
to improve health care quality, including eliminating racial and ethnic disparities
in health, reducing medical errors, and improving access and quality of care for chil-
dren and persons with disabilities. The cuts proposed in the administration budget
will severely hamper these efforts.

SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION (SAMHSA)

APHA supports a funding level of $3.532 billion for SAMHSA for fiscal year 2008.
This funding level would provide support for substance abuse prevention and treat-
ment programs, as well as continued efforts to address emerging substance abuse
problems in adolescents, the nexus of substance abuse and mental health, and other
serious threats to the mental health of Americans.

NATIONAL INSTITUTES OF HEALTH (NIH)

APHA supports a funding level of $30.869 billion for the NIH for fiscal year 2008.
The translation of fundamental research conducted at NIH provides some of the
gasis for community based public health programs that help to prevent and treat

isease.

In closing, we emphasize that the public health system requires financial invest-
ments at every stage. Successes in biomedical research must be translated into tan-
gible prevention opportunities, screening programs, lifestyle and behavior changes,
and other interventions that are effective and available for everyone. We ask you
to think in a broad and balanced way, leveraging funding whenever possible to pro-
vide public health benefits as a matter of routine, rather than emergency.

We thank the subcommittee for the opportunity to present our views on the fiscal
year 2008 appropriations for public health service programs.

PREPARED STATEMENT OF THE AMERICAN SOCIETY OF NEPHROLOGY
INTRODUCTION

The American Society of Nephrology (ASN) is pleased to submit this statement
for the record to the Senate Appropriations Subcommittee on Labor, Health and
Human Services and Education.

The ASN is a professional society of more than 10,000 researchers, physicians,
and practitioners committed to the treatment, prevention, and cure of kidney dis-
ease. Specifically, the ASN strives to enhance and assist the study and practice of
nephrology, to provide a forum for the promulgation of research, and to meet the
professional and continuing education needs of its members.

This ASN statement focuses on those issues and programs that most immediately
fall under the committee’s jurisdiction and assist our members to fulfill their mis-
sions. We want to express our strong support for advancing programs supported by
the National Institutes of Health (NTH) and Agency for Healthcare Research and
Quality (AHRQ). The ASN thanks the subcommittee for its commitment and stead-
fast support of these programs.

KIDNEY DISEASE: A GROWING PUBLIC HEALTH CONCERN

Kidney disease is the ninth leading cause of death in the United States. It is esti-
mated that at least 15 million people have lost 50 percent of their kidney function.
Another 20 million more Americans are at increased risk of developing kidney dis-
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ease. The culmination of unimpeded progression is end stage renal disease (ESRD),
a condition in which patients have permanent kidney failure, affects almost 400,000
Americans and directly causes 50,000 deaths annually. In the past 10 years, the
number of patients in the United States with ESRD has almost doubled and it is
expected to reach 700,000 by 2015, according to the United States Renal Data Sys-
tem (USRDS). ESRD disproportionately affects minorities. For example, although
they constitute approximately 12 percent of the U.S. Population, African Americans
comprise 32 percent of the prevalent ESRD population and are nearly four times
more likely to develop kidney disease than Caucasians. Native Americans are twice
as likely. The elderly are also disproportionately affected. One in four new ESRD
patients was 75 or older in 2004. The two major therapies for ESRD are dialysis
and kidney transplantation. The number of patients waiting for a kidney transplant
increased from 9,452 in 1988 to 60,393 in 2004. Almost 50 percent of kidney trans-
plants are received by people aged 45-64.

ECONOMIC COSTS

Although no dollar amount can be affixed to human suffering or the loss of human
life, economic data can help to identify and quantify the current and projected fu-
ture financial costs associated with ESRD. The 2000 report of the USRDS indicates
that the total Medicare ESRD program cost will more than double, surpassing $28
billion, by 2010, as the prevalence of kidney failure is projected to double. Currently,
the total Medicare cost for ESRD is nearly $20.1 billion. The annual average cost
per ESRD patient is approximately $58,000. These escalating costs serve to magnify
the need to investigate new, and better apply, recently proven strategies for pre-
venting progressive kidney disease.

In short, we can treat and maintain patients who have lost their kidney function
but the critical need is to prevent the loss of kidney function and its complications
in the first place. Meeting this vital goal can only be accomplished through more
concerted research and education.

MAJOR CAUSES OF END STAGE RENAL DISEASE

Diabetes, a disease that affects 18 million Americans, is the most common cause
of ESRD in the United States, accounting for 44 percent of new cases in 2002. The
time from the onset of diabetes-related kidney disease to kidney failure is 5-7 years.
With current projections that the epidemic of obesity-related diabetes mellitus will
continue to soar, a dramatic increase in kidney disease is anticipated in the next
10 years.

Hypertension, or high blood pressure, is the next leading cause of ESRD, account-
ing for 27 percent of ESRD patients. Higher rates of hypertension can be found
among certain age and ethnic groups. For example, 35 percent of African Americans
have hypertension. Among new patients whose kidney failure was caused by high
blood pressure, more than half (51.2 percent) were African American. It is also a
disease of the aged and accounts for 37 percent of new ESRD cases in those 65 years
old and above.

Despite recent progress and discoveries regarding the major causes of ESRD, it
is among many areas of disease research that remain under-investigated. Research-
ers agree that significant inroads in previously understudied sub-fields need to be
made. Significant among them, more focus and direction need to be introduced into
the general field of renal research and patient and physician education.

LACK OF PUBLIC AWARENESS

A major problem with kidney disease is that it is largely a “Silent Disease”. In
fact, of the 15 million Americans who have lost at least half of their kidney function,
the vast majority have no knowledge of their condition. While people with chronic
kidney disease may not show any symptoms, this does not mean that they are not
going to have long-term damage to their kidney function, requiring dialysis or a
transplant. These people may also be especially vulnerable to cardiovascular dis-
ease. If these 15 million people were identified early, there are new therapies, par-
ticularly special blood pressure drugs known as ACE inhibitors, which could be pre-
scribed with potentially significant benefits. In addition, vigorous treatment of hy-
pertension and other complications that cause illnesses and loss of productivity
could be administered to the patients.

Given the cost to human life and to the Federal Government caused by the grow-
ing public health issues of CKD and ESRD, we urge this subcommittee to provide
funding increases for kidney disease research.
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KIDNEY DISEASE RESEARCH

National Institutes of Health (NIH)

The ASN applauds Congress and members of the subcommittee for leading the
bipartisan effort to double our investment in promising biomedical research sup-
ported and conducted by the NIH. NIH has served as a vital component in improv-
ing the Nation’s health through research, both on and off the NIH campus, and in
the training of research investigators, including nephrology researchers. Strides in
biomedical discovery have had an impact on the quality of life for people with kid-
ney disease. If we are to sustain this momentum and translate the promise of bio-
medical research into the reality of better health, this Nation must maintain its
commitment to medical research. Unfortunately, since the doubling ended in 2003,
funding for NIH has failed to keep pace with biomedical inflation and as a result,
the NIH has lost more than 13 percent of its purchasing power. We support the rec-
ommendation of the Ad-Hoc Group for Medical Research Funding to add 6.7 percent
to the NIH budget for a total of $30.869 in fiscal year 2008.

National Institute of Diabetes, Digestive, and Kidney Diseases (NIDDK)

Many recent advances have been made in our understanding into the causes and
progression of renal failure, such as: how diabetes and hypertension affect the kid-
ney and the mechanisms responsible for acute renal failure. Despite these advances,
the number of people with renal failure and the numbers who die of renal failure
continue to increase each year. Most alarming is the significant increase in diabetes,
the most common cause of chronic kidney failure, and its relationship to kidney dis-
ease. The ASN believes the rising incidence and prevalence of diabetes-related kid-
ney disease warrants additional recourses to improve our understanding of the rela-
tionship between kidney disease and diabetes.

The NIDDK sponsors a number of activities that researchers hope will lead to im-
proved detection, treatment and prevention of kidney disease and chronic kidney
failure. To ensure ongoing kidney disease and kidney disease related research and
important clinical trials infrastructure development we recommend a 6.7 percent in-
crease for the NIDDK over fiscal year 2007 levels.

ASN RESEARCH GOALS & RECOMMENDATIONS FOR KIDNEY DISEASE

The ASN continues to evaluate its priorities for future kidney disease research.
In the fall of 2004, the ASN conducted a series of research retreats to develop prior-
ities to combat the growing prevalence of kidney disease in the United States. The
ASN joined experts, both within and outside the renal community, and identified
five areas requiring attention: acute renal failure, diabetic nephropathy, hyper-
tension, transplantation, and kidney-associated cardiovascular disease.

The final research retreat report(s) highlighted priorities and contained three
overriding recommendations. Theses include:

Development of Core Centers for kidney disease research

Expansion of the kidney research infrastructure in the United States can be
achieved by vigorous funding of a program of kidney research core centers. Specifi-
cally, we propose that the number of kidney centers be increased with the goal of
providing core facilities to support collaborative research on a local, regional and na-
tional level. It should be emphasized that such a program of competitively reviewed
kidney core centers would facilitate investigator-initiated research in both labora-
tory and patient-oriented investigation. This approach is highly compatible with the
collaborative research enterprise conceived in the NIH Road Map Initiative.

Support programs [ research initiatives that impact the understanding of the relation-
ship between renal and cardiovascular disease

It is now well recognized that chronic kidney dysfunction is an important risk fac-
tor for the development of cardiovascular disease. It is recommended that the
NIDDK and NHLBI work cooperatively to support both basic and clinical science
projects that will shed light on the pathogenesis of this relationship and to support
the exploration of interventions that can decrease cardiovascular events in patients
with CM). Thus, we specifically propose that NHLBI should support investigator-
initiated research grants in areas of kidney research with a direct relationship to
cardiovascular disease. Similarly, NHLBI should work collaboratively with NIDDK
to support the proposed program of kidney core research centers.

Continued support and expansion of investigator initiated research projects

In each of the five subjects there are areas of fundamental investigation that re-
quire the support of investigator initiated projects, if ultimately progress is to be
made in the understanding of the basic mechanisms that underlie the diseases proc-
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esses. It is recommended that there should be an expansion of support for research
in the areas that lend themselves to this mechanism of funding, by encouraging ap-
plications with appropriate program announcements and requests for proposals. In
addition to vigorous support for RO1 grants, continued funding of Concept Develop-
ment and R2 1/R33 grants is essential to support development of investigator-initi-
ated clinical studies in these areas of high priority. Such funding is critical to accel-
erate the transfer of new knowledge from the bench to the bedside.

Agency for Health Care Research and Quality (AHRO)

Complementing the medical research conducted at NIH, the AHRQ sponsors
health services research designed to improve the quality of health care, decrease
health care costs, and provide access to essential health care services by translating
research into measurable improvements in the health care system. The AHRQ sup-
ports emerging critical issues in health care delivery and addresses the particular
needs of priority populations, such as people with chronic diseases. The ASN firmly
believes in the value of AHRQ’s research and quality agenda, which continues to
provide health care providers, policymakers, and patients with critical information
needed to improve health care and treatment of chronic conditions such as kidney
disease. The ASN supports the Friends of AHRQ recommendation of $350 million
for AHRO in fiscal year 2008.

CONCLUSION

Currently, there is no cure for kidney disease. The progression of chronic renal
failure can be slowed, but never reversed. Meanwhile, millions of Americans face a
gradual decline in their quality of life because of kidney disease. In many cases, ab-
normalities associated with early stage chronic renal failure remain undetected and
are not diagnosed until the late stages. In sum, chronic renal failure requires our
serious and immediate attention.

As practicing nephrologists, ASN members know firsthand the devastating effects
of renal disease. ASN respectfully requests the subcommittees’ continued support to
enable the nephrology community to continue with its efforts to find better ways to
treat and prevent kidney disease.

Thank you for your continued support for medical research and kidney disease re-
search. To obtain further information about ASN, please go to http:/www.asn-on-
line.org or contact Paul Smedberg, ASN Director of Policy & Public Affairs at 202—
416-0646.

PREPARED STATEMENT OF THE AMERICAN SOCIETY FOR PHARMACOLOGY AND
EXPERIMENTAL THERAPEUTICS

The American Society for Pharmacology and Experimental Therapeutics (ASPET)
is pleased to submit written testimony in support of the National Institutes of
Health fiscal year 2008 budget. ASPET is a 4,500 member scientific society whose
members conduct basic and clinical pharmacological research within the academic,
industrial and government sectors. Our members discover and develop new medi-
cines and therapeutic agents that fight existing and emerging diseases as well as
increasing our knowledge regarding how these therapeutics work.

ASPET members are grateful for the U.S. Congress’ historic support of the NITH.
However, appropriations in recent years have failed to adequately fund the NIH to
meet the scientific opportunities and challenges to our public health. For the fourth
year in a row, the NIH research portfolio will not keep pace with the Biomedical
Research and Development Price Index. After a 5 year bipartisan plan to double the
NIH budget that ended in 2003, the budget in now going backwards. The adminis-
tration’s recommended fiscal year 2008 budget, if enacted would mean that the
NIH’s ability to conduct biomedical research would be cut by more than 13 percent
in inflation adjusted dollars since fiscal year 2003.

To prevent this erosion and sustain the biomedical research enterprise, ASPET
recommends that the NIH receive $30.8 billion in fiscal year 2008. This would rep-
resent an increase of 6.7 percent ($1.9 billion) over the fiscal year 2007 Joint Fund-
ing Resolution passed by Congress. ASPET joins other biomedical research organiza-
tions and professional societies, including the Ad Hoc Group for Medical Research,
the Federation of American Societies for Experimental biology (FASEB), and Re-
search!America, in advocating for a 6.7 percent increase in each of the next 3 years
to help regain the momentum of discovery and pre-eminent research, and to help
increase NIH’s purchasing power and recover the losses caused by biomedical re-
search inflation.
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NIH IMPROVES HUMAN HEALTH AND IS AN ECONOMIC ENGINE

Recent budget levels for the NIH constitute a retraction in the budget, sending
the wrong signal to the best and brightest of American students who will not be
able to or have chosen not to pursue a career in biomedical research. A diminished
NIH research enterprise will mean a continued reduction in research grants and the
resulting phasing-out of research programs and declining morale, an increasing loss
of scientific opportunities such as the discovery of new therapeutic targets to de-
velop, fewer discoveries that produce spin-off companies that employ individuals in
districts around the country. In contrast, the requested funding level would provide
the institutes with an opportunity to raise or at least maintain their paylines, fund
more high quality and innovative research, and provide an incentive for young sci-
entists to continue their research careers.

Many important drugs have been developed as a direct result of the basic knowl-
edge gained from federally funded research, such as new therapies for breast cancer,
the prevention of kidney transplant rejection, improved treatments for glaucoma,
new drugs for depression, and the cholesterol lowering drugs known as statins that
prevent 125,000 deaths from heart attack each year. AIDS related deaths have fall-
en by 73 percent since 1995 and the 5-year survival rate for childhood cancers rose
to almost 80 percent in 2000 from under 60 percent in the 1970s. And for the first
time in 70 years, the number of deaths from cancer has fallen. The link between
basic research, drug discovery and clinical applications was vividly illustrated when
three pharmacologists were awarded the 1998 Nobel Prize in Physiology or Medicine
for their research on nitric oxide. More recently, NIH funded research for the 2005
Nobel Prize winners in chemistry. These scientists developed metal-containing mol-
ecules that are now being used by the pharmaceutical industry to aid in the drug
discovery process. Historically, our past investment in basic biological research has
led to innovative medicines that have virtually eliminated diphtheria, whooping
cough, measles and polio in the United States 8 out of 10 children now survive leu-
kemia. Death rates from heart disease and stroke have been reduced by half in the
past 30 years. Molecularly targeted drugs such as Gleevec™ to treat adult leukemia
do not harm normal tissue and dramatically improve survival rates. NIH research
has developed a class of drugs that slow the progression of symptoms of Alzheimer’s
disease. The robust past investment in the NIH has provided major gains in our
knowledge of the human genome, resulting in the promise of pharmacogenetics and
a reduction in adverse drug reactions that currently represent a major, worldwide
health concern. But unless more robust funding is restored, such scientific opportu-
nities from the human genome investment and others will be delayed, lost, or for-
feited to biomedical research opportunities in other countries.

The human cost of not adequately investing in the NIH impact us all. The total
economic cost to our Nation is also staggering: cancer, $190 billion; obesity, $99 bil-
lion; heart disease, $255 billion; diabetes, $131 billion; and arthritis, $125 billion.

Scientific inquiry leads to better medicine but there remain challenges and oppor-
tunities that need to be addressed, including:

—The need to increase support for training and research in integrative/whole
organ science to see how drugs act not just at the molecular level—but also in
whole animals, including human beings.

—The need to meet public health concerns over growing consumer use of botanical
therapies and dietary supplements. These products have unsubstantiated sci-
entific efficacy and may adversely impact the treatment of chronic diseases, cre-
ate dangerous interactions with prescription drugs, and may cause serious side
effects including death among some users.

SUPPORT FOR INTEGRATIVE ORGAN SYSTEM SCIENCE

ASPET supports efforts to increase funding for training and research in integra-
tive organ system science (I0SS). IOSS is the study of responses in organs and orga-
nisms, including intact animals. Identification of isolated cellular and molecular
components of drugs in vitro are important for identifying mechanisms of actions
but are inadequate in determining all the complex interactions that happen in vivo
in the actual organs of species. Because of the great advances in cellular and molec-
ular biology over the past two decades, there has been much less emphasis in whole
organ biology such that academic infrastructure in this area has eroded and there
remain few faculty and institutions that can provide the appropriate scientific train-
ing in this important area of research. Too few individuals have opportunities to be
trained beyond cellular and molecular techniques. As a consequence, the pool of tal-
ent with expertise in whole organs has greatly diminished and the biotechnology
and pharmaceutical industry are having great difficulty finding well-trained whole
organ scientists to fill critical positions in their drug discovery departments. As a



80

result of this training and research deficit, a more thorough and comprehensive ex-
amination of new therapeutic approaches may be compromised before clinical trials
begin.

The lack of training and research opportunities to develop scientists well rounded
in cellular, molecular and in vivo whole organ biology impacts progress in medicine
and the training of future physicians. Development of preventive approaches and ef-
fective therapeutic strategies for many disorders with devastating health con-
sequences and increasing incidence in an aging population will require intensive
study at all levels from molecular to whole organ. For instance, obesity is not just
a metabolic disorder. Obesity impacts many organ functions, including the heart,
circulatory system, and brain. Similarly, clinical depression should not be viewed as
just a neurological disorder because depression affects multiple organs in a variety
of ways. And the discovery of new drugs to treat neurodegenerative diseases such
as Alzheimer’s and Parkinson’s will ultimately need to look at complex whole animal
systems. For these reasons, scientists must be trained to look broadly at complex
medical problems afflicting humans. Medical progress in the post-genomic era needs
scientists or teams of scientists who can integrate the results of studies in gene
function at the molecular, cellular, organ system, whole animal and behavioral lev-
els to fully understand the actions of current drugs and to facilitate the development
of safe new drugs and treatment strategies.

To reverse the decline and adequately support training and research in integra-
tive organ systems, integrative biology, program project grants, and pre and post-
doctoral training programs should be implemented that support integrative training
and research activities. Multi-disciplinary institutional and individual training and
research grants on whole systems and integrative biology should be funded to inves-
tigate disease processes. ASPET is pleased that the National Institute of General
Medical Sciences has recognized this training and research deficit and has funded
four summer workshops to train students in integrative whole organ sciences.
ASPET encourages other institutes to explore available mechanisms to begin devel-
oping a pool of talented scientists with the appropriate skills in integrative, whole
organ systems biology. While many industrial concerns provide limited support for
training and research at the post-doctoral level, their efforts remain necessarily fo-
cused on drug discovery and development. It is the role of the NIH and academic
institutions to provide adequate training opportunities to develop the next genera-
tion of integrative scientists.

Support for training and research in integrative whole organ sciences has been
affirmed in the fiscal year 2002 U.S. Senate Labor/Health and Human Services &
Related Agencies Appropriations Report (107-84). The Senate report supports
ASPET recommendation that “Increased support for research and training in whole
systems pharmacology, physiology, toxicology, and other integrative biological sys-
tems that help to define the effects of therapy on disease and the overall function
of the human body.” These principles and recommendations are also affirmed in the
FASEB Annual Consensus Conference Report on Federal Funding for Biomedical
and Related Life Sciences Research for Fiscal Year 2002.

SUPPORT FOR RESEARCH ON BOTANICALS AND HERBAL THERAPIES TO MEET PUBLIC
HEALTH NEEDS

ASPET has for years supported peer-reviewed pharmacological examination of the
mechanisms of actions of medicinal plants and is pleased that the NIH’s National
Center for Complementary and Alternative Medicine (NCCAM) continues rigorous
investigations into the basic biology of various botanical agents. ASPET continues
to recommend increased support to study the interaction of botanical remedies and
dietary supplements with prescription medications. This support is critical to the
promotion and funding of the highest quality research in botanical medicine, will
help meet urgent needs of this neglected area of biological research, and will ad-
dress a growing public health problem. Support for highly innovative research on
botanicals should be encouraged among all institutes and centers.

The increased use of botanical and dietary supplements by consumers to treat
various ailments and diseases is a major public health concern. One national survey
reported that in 1997 an estimated 15 million adults (18.4 percent of all prescription
users) took herbal remedies concurrently with prescription medicines. Between 1990
and 1997, the use of herbal products grew by 380 percent. Although there is little
solid scientific evidence to support the therapeutic efficacy of many botanical and
dietary supplement products, the industry records over $19 billion in annual sales.
Botanical products were once regulated as drugs and the FDA had authority to pre-
vent the sale of unproven herbal ingredients. However, legislative reforms in 1994
eliminated the FDA’s authority to test or approve herbal products prior to mar-
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keting. Thus, at a time when many more consumers are using more herbal products,
there is little research on either their clinical efficacy or basic mechanisms of action.
The growing use of herbal products by consumers, their interactions with prescrip-
tion drugs—and mechanisms of such interactions—represent a serious and growing
public health problem that demands scientific attention and redress by regulatory
and legislative action.

Through the NIH, research into the safety and efficacy of botanical products can
be conducted in a rigorous and high quality manner. Sound pharmacological studies
will help determine the value of botanical preparations and the potential for their
interactions with prescription drugs as well as chronic disease processes. This re-
search will allow the FDA to review the available pharmacology and review valid
evidence-based reviews to form a valid scientific foundation for regulating these
products.

CONCLUSION

The biomedical research enterprise is facing a critical moment as funding stag-
nates. Reversing this trend and helping to sustain the extraordinary scientific
progress that has been made at the NIH and at the academic institutions funded
by the NIH over the past years is a major challenge facing this subcommittee. A
6.7 percent increase for the NIH in fiscal year 2008 will allow the NIH to make
greater strides to prevent, diagnose and treat disease, improving the health of our
Nation. A 6.7 percent increase in the fiscal year 2008 NIH budget will begin to re-
store NIH’s role as a national treasure that attracts and retains the best and bright-
est scientists to biomedical research.

PREPARED STATEMENT OF THE AMERICAN SOCIETY OF TROPICAL MEDICINE AND
HYGIENE

OVERVIEW

The American Society of Tropical Medicine and Hygiene appreciates the oppor-
tunity to submit written testimony to the House Labor, Health and Human, Serv-
ices, and Education Appropriations Subcommittee. With more than 3,300 members,
ASTMH is the world’s largest professional membership organization dedicated to
the prevention and control of tropical diseases. We represent, educate, and support
tropical medicine scientists, physicians, clinicians, researchers, epidemiologists, and
other health professionals from this field.

We respectfully request that the subcommittee provide the following allocations
in the fiscal year 2008 Labor, Health and Human, Services, and Education Appro-
priations bill to support a comprehensive effort to eradicate malaria:

—$18 million to the Centers for Disease and Control and Prevention (CDC) for
malaria research, control, and program evaluation efforts with a $6 million set-
aside for program monitoring and evaluation;

—$30.8 billion to National Institutes of Health (NIH);

—$4.7 billion to the National Institute of Allergy and Infectious Diseases (NIAID);
and

—$70.8 million to the Fogarty International Center (FIC).

We very much appreciate the subcommittee’s consideration our views, and we
stand ready to work with the subcommittee members and staff on these and other
important global health matters.

ASTMH

ASTMH plays an integral and unique role in the advancement of the field of trop-
ical medicine. Its mission is to promote world health by preventing and controlling
tropical diseases through research and education. As such, the Society is the prin-
cipal membership organization representing, educating, and supporting tropical
medicine scientists, physicians, researchers, and other health professionals dedi-
cated to the prevention and control of tropical diseases. Our members reside in 46
States and the District of Columbia and work in a myriad of public, private, and
non-profit environments, including academia, the U.S. military, public institutions,
Federal agencies, private practice, and industry.

ASTMH aims to advance policies and programs that prevent and control those
tropical diseases which particularly impact the global poor.
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TROPICAL MEDICINE AND TROPICAL DISEASES

The term “tropical medicine” refers to the wide-ranging clinical work, research,
and educational efforts of clinicians, scientists, and public health officials with a
focus on the diagnosis, mitigation, prevention, and treatment of diseases prevalent
in the areas of the world with a tropical climate. Most tropical diseases are located
in either sub-Saharan Africa, parts of Asia (including the Indian subcontinent), or
Central and South America. Many of the world’s developing nations are located in
these areas; thus tropical medicine tends to focus on diseases that impact the
world’s most impoverished individuals.

The field of tropical medicine encompasses clinical work treating tropical diseases,
work in public health and public policy to prevent and control tropical diseases,
basic and applied research related to tropical diseases, and education of health pro-
fessionals and the public regarding tropical diseases.

Tropical diseases are illnesses that are caused by pathogens that are prevalent
in areas of the world with a tropical climate. These diseases are caused by viruses,
bacteria, and parasites which are spread through various mechanisms, including
airborne routes, sexual contact, contaminated water and food, or an intermediary
or “vector’—frequently an insect (e.g. a mosquito)—that transmits a disease be-
tween humans in the process of feeding.

MALARIA

Malaria is a global emergency affecting mostly poor women and children; it is an
acute and sometimes fatal disease caused by the single-celled Plasmodium parasite
that is transmitted to humans by the female Anopheles mosquito.

Malaria is highly treatable and preventable. The tragedy is that despite this, ma-
laria is one of the leading causes of death and disease worldwide. According to the
CDC, as many as 2.7 million individuals die from malaria each year, with 75 per-
cent of those deaths occurring in African children. In 2002, malaria was the fourth
leading cause of death in children in developing countries, causing 10.7 percent of
all such deaths. Malaria-related illness and mortality extract a significant human
toll as well as cost Africa’s economy $12 billion per year perpetuating a cycle of pov-
erty and illness. Nearly 40 percent of the world’s population lives in an area that
is at high risk for the transmission of malaria.

Fortunately, malaria can be both prevented and treated using four types of rel-
atively low-cost interventions: (1) the indoor residual spraying of insecticide on the
walls of homes; (2) long-lasting insecticide-treated nets; (3) Artemisinin-based com-
bination therapies; and (4) intermittent preventive therapy for pregnant women.
However, limited resources preclude the provision of these interventions and treat-
ments to all individuals and communities in need.

REQUESTED MALARIA-RELATED ACTIVITIES AND FUNDING LEVELS

CDC Malaria Efforts

ASTMH calls upon Congress to fund a comprehensive approach to malaria con-
trol, including public health infrastructure improvements, increased availability of
existing anti-malarial drugs, development of new anti-malarial drugs and better
diagnostics, and research to identify an effective malaria vaccine. Much of this im-
portant work currently is underway; however, additional funds and a sustaining
commitment from the Federal Government are necessary to make progress in ma-
laria prevention, treatment, and control.

The CDC conducts research to address pertinent questions regarding issues re-
lated to malaria as well as engages in prevention and control efforts, especially as
a lead collaborator on the President’s Malaria Initiative. To maximize CDC’s efforts
and expertise, we request $18 million for the CDC for malaria research, control, and
program evaluation efforts with a $6 million set-aside for program monitoring and
evaluation. The CDC maintains several domestic activities, international activities,
and research activities, including:

—Surveillance of malaria

—Investigations of locally transmitted malaria

—Adyvice and consultations such as a toll-free information service

—Diagnostic assistance to State health departments on malaria diagnosis

—Research to improve understanding of malaria

—International Activities including the President’s Malaria Initiative (PMI), the

Amazon Malaria Initiative (AMI), the West Africa Network against Malaria
during Pregnancy

CDC collaborations support treatment and prevention policy change based on sci-
entific findings; formulation of international recommendations through membership
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on World Health Organization (WHO) technical committees; and work with Min-
istries of Health and other local partners in malaria-endemic countries and regions
to develop, implement, and evaluate malaria programs. In addition, CDC has pro-
vided direct staff support to WHO; UNICEF; the Global Fund to Fight AIDS, Tuber-
culosis, and Malaria; and the World Bank—all stakeholders in the Roll Back Ma-
laria (RBM) Partnership.

NIH Malaria Efforts

As the Nation’s and world’s premier biomedical research agency, the NIH and its
Institutes and Centers play an essential role in the development of new anti-malar-
ial drugs, better diagnostics, and an effective malaria vaccine. NIH estimates that
its fiscal year 2007 spending on malaria research will total $101 million while ma-
laria vaccine efforts will receive $45 million. ASTMH urges that NIH malaria re-
search portfolio and budget be increased by at least 6.7 percent in fiscal year 2008.
To support a comprehensive effort to eradicate malaria, ASTMH respectfully re-
quests the following funding:

—$30.8 billion to NIH;

—$4.7 billion NIAID; and

—$70.8 million to the Fogarty International Center to support training in bio-

medical research on behalf of the developing nations of the world.

National Institute of Allergy and Infectious Diseases (NIAID)

NIH estimates that in fiscal year 2007 it will spend approximately $101 million
for malaria research and $45 million for research related specifically to creating a
malaria vaccine. NIAID, the lead institute for this research, has developed an Im-
plementation Plan for Global Research on Malaria, which is focused on five research
areas: vaccine development, drug development, diagnostics, vector control, and infra-
structure and research capability strengthening.

—Vaccine Development.—No malaria vaccine currently exists. NIAID introduced
a research agenda for malaria vaccine development in 1997, the aim of which
is to support discovery and characterization of new vaccine candidates, produc-
tion of pilot lots, and clinical evaluation of promising candidate vaccines.

—Drug Development.—Drug-resistant malaria increasingly is being reported
around the world. NIAID is involved in improving the monitoring of drug resist-
ance and developing new drugs.

—Diagnostics.—Improved diagnostic tools are essential in making early diagnosis
and providing rapid treatment.

—Vector Control.—NIAID is working to create next-generation, environmentally-
friendly insecticides for public health use.

—Strengthening Infrastructure and Research Capability.—NIAID is working with
partners to strengthen research capabilities of scientists in their own countries.

ASTMH encourages the subcommittee to increase funding for NIAID to ensure
that we do not lose ground in the fight against malaria.

Fogarty International Center (FIC)

The FIC addresses global health challenges and supports the NIH mission
through myriad activities, including: collaborative research and capacity building
projects relevant to low- and middle-income nations; institutional training grants
designed to enhance research capacity in the developing world; the Forum for Inter-
national Health, through which NIH staff share ideas and information on relevant
programs and develop input from an international perspective on cross-cutting NITH
initiatives; the Multilateral Initiative on Malaria, which fosters international col-
laboration and co-operation in scientific research against malaria; and the Disease
Control Priorities Project, which is a partnership to develop recommendations on ef-
fective health care interventions for resource-poor settings. ASTMH urges the sub-
committee to allocate additional resources to the FIC in fiscal year 2008 to increase
these efforts, particularly as they apply to abatement and treatment of malaria.

CONCLUSION

Thank you for your attention to these important global health matters. We know
that you face many challenges in choosing funding priorities and we hope that you
will provide the requested fiscal year 2008 resources to those agencies programs
identified above. ASTMH appreciates the opportunity to share its views, and we
thank you for your consideration of our requests.
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PREPARED STATEMENT OF THE AMERICAN THORACIC SOCIETY

SUMMARY.—FUNDING RECOMMENDATIONS

[In millions of dollars]

Amount
National Institutes of Health 30,537
National Heart, Lung and Blood Institute 3,114
National Institute of Allergy and Infectious Disease 4,675
National Institute of Environmental Health Sciences 683
Fogarty International Center 70
National Institute of Nursing Research 146
Centers for Disease Control and Prevention 10,700
National Institute for Occupational Safety and Health 253
Environmental Health: Asthma Activities 70
Tuberculosis Control Programs 252.4

The American Thoracic Society (ATS) is pleased to submit our recommendations
for programs in the Labor Health and Human Services and Education Appropria-
tions Subcommittee purview.

The American Thoracic Society, founded in 1905, is an independently incor-
porated, international education and scientific society that focuses on respiratory
and critical care medicine. For 100 years, the ATS has continued to play a leader-
ship role in scientific and clinical expertise in diagnosis, treatment, cure and preven-
tion of respiratory diseases. With approximately 18,000 members who help prevent
and fight respiratory disease around the globe, through research, education, patient
care and advocacy, the Society’s long-range goal is to decrease morbidity and mor-
tality from respiratory disorders and life-threatening acute illnesses.

LUNG DISEASE IN AMERICA

Lung disease is a serious health problem in the United States. Each year, close
to 400,000 Americans die of lung disease. Lung disease is responsible for one in
every seven deaths, making it America’s number three cause of death. More than
35 million Americans suffer from a chronic lung disease. In 2005, lung diseases cost
the U.S. economy an estimated $157.8 billion in direct and indirect costs.

Lung diseases represent a spectrum of chronic and acute conditions that interfere
with the lung’s ability to extract oxygen from the atmosphere, protect against envi-
ronmental or biological challenges and regulate a number of metabolic processes.
Lung diseases include chronic obstructive pulmonary disease, lung cancer, tuber-
culosis, influenza, sleep disordered breathing, pediatric lung disorders, occupational
lung dlsease sar001d051s asthma and severe acute respiratory syndrome (SARS).

The ATS is pleased that the subcommittee provided increases in the National In-
stitutes of Health (NIH) budget last fiscal year. However, we are extremely con-
cerned that the President’s fiscal year 2008 budget proposes a 1.7 percent cut for
NIH and significant cuts for the Centers for Disease Control and Prevention (CDC).
We ask that this subcommittee recommend a 6.7 percent increase for NIH so that
the NIH can respond to biomedical research opportunities and public health needs.
In order to stem the devastating effects of lung disease, research funding must con-
tinue to grow to sustain the medical breakthroughs made in recent years. We also
ask that the CDC budget be adjusted to reflect increased needs in chronic disease
prevention, infectious disease control, including strengthened TB control to prevent
the spread of extensively drug-resistant (XDR)-TB, and occupational safety and
health research and training. There are three lung diseases that illustrate the need
for further investment in research and public health programs: Chronic Obstructive
Pulmonary Disease, pediatric lung disease, asthma and tuberculosis.

COPD

Chronic Obstructive Pulmonary Disease (COPD) is the fourth leading cause of
death in the United States and the third leading cause of death worldwide. Yet,
COPD remains relatively unknown to most Americans. COPD is the term used to
describe the airflow obstruction associated mainly with emphysema and chronic
bronchitis and is a growing health problem.

While the exact prevalence of COPD is not well defined, it affects tens of millions
of Americans and can be an extremely debilitating condition. It is estimated that
11.2 million patients have COPD while an additional 12 million Americans are un-
aware that they have this life threatening disease.
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According to the National Heart, Lung and Blood Institute (NHLBI), COPD cost
the U.S. economy an estimated $37 billion per year. We recommend the sub-
committee encourage NHLBI to devote additional resources to finding improved
treatments and a cure for COPD.

Medical treatments exist to relieve symptoms and slow the progression of the dis-
ease. Today, COPD is treatable but not curable. Fortunately, promising research is
on the horizon for COPD patients. Despite these leads, the ATS feels that research
resources committed to COPD are not commensurate with the impact the disease
has on the United States and that more needs to be done to make Americans aware
of COPD, its causes and symptoms. The ATS commends the NHLBI for its leader-
ship on educating the public about COPD through the National COPD Education
and Prevention Program. As this initiative continues, we encourage the NHLBI to
maintain its partnership with the patient and physician community.

While additional resources are needed at NIH to conduct COPD research, CDC
has a role to play as well. The ATS encourages the CDC to add COPD-based ques-
tions to future CDC health surveys, including the National Health and Nutrition
Evaluation Survey (NHANES), the National Health Information Survey (NHIS) and
the Behavioral Risk Factor Surveillance Survey (BRFSS). By collecting information
on the prevalence of COPD, researchers and public health professionals will be bet-
ter able to understand and control the disease.

PEDIATRIC LUNG DISEASE

Lung disease affects people of all ages. The ATS is pleased to report that infant
death rates for various lung diseases have declined for the past 10 years. However,
of the seven leading causes of infant mortality, four are lung diseases or have a lung
disease component. In 2003, lung diseases accounted for 18 percent of all deaths
under 1 year of age. It is also widely believed that many of the precursors of adult
respiratory disease start in childhood. The ATS encourages the NHLBI to continue
with its research efforts to study lung development and pediatric lung diseases.

The pediatric origins of chronic lung disease extend back to early childhood fac-
tors. For example, many children with respiratory illness are growing into adults
with COPD. In addition, it is estimated that close to 20.5 million people suffer from
asthma, including an estimated 6.2 million children. While some children appear to
outgrow their asthma when they reach adulthood, 75 percent will require life-long
treatment and monitoring of their condition. Asthma is the third leading cause of
hospitalization among children under the age of 15 and is the leading cause of
chronic illness among children.

ASTHMA

The ATS believes that the NIH and the CDC must play a leadership role in as-
sisting individuals with asthma. National statistical estimates show that asthma is
a growing problem in the United States. Approximately 22.2 million Americans cur-
rently have asthma, of which 12.2 million had an asthma attack in 2005. African
Americans have the highest asthma prevalence of any racial/ethnic group. The age-
adjusted death rate for asthma in the African-American population is three times
the rate in whites.

ASTHMA SURVEILLANCE

There is a need for more data on regional and local asthma prevalence. In order
to develop a targeted public health strategy to respond intelligently to asthma, we
need locality-specific data. CDC should take the lead in collecting and analyzing this
data and Congress should provide increased funding to build this these tracking sys-
tems.

In fiscal year 2007, Congress provided approximately $31.9 million for CDC’s Na-
tional Asthma Control Program. The goals of this program are to reduce the number
of deaths, hospitalizations, emergency department visits, school or work days
missed, and limitations on activity due to asthma. We recommend that CDC be pro-
vided with $70 million in fiscal year 2008 to expand the program and establish
grants to community organizations for screening, treatment, education and preven-
tion of childhood asthma.

SLEEP

Sleep is an essential element of life, but we are only now beginning to understand
its impact on human health. Several research studies demonstrate that sleep ill-
nesses and sleep disordered breathing affect over 50 million Americans. The public
health impact of sleep illnesses and sleep disordered breathing is still being deter-
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mined, but is known to include traffic accidents, lost work and school productivity,
cardiovascular disease, obesity, mental health disorders, and other sleep-related
comorbidities. We cannot appropriately address these problems if we do not consider
how chronic sleep loss contributes to them. Despite the increased need for study in
this area, research on sleep and sleep-related disorders has been underfunded. The
ATS recommends increased funding to support activities related to sleep and sleep
disorders at the CDC, including for the National Sleep Awareness Roundtable
(NSART), and research on sleep disorders at the Nation Center for Sleep Disordered
Research (NCSDR) at the NHLBI.

TUBERCULOSIS

Tuberculosis (TB) is a global public health crisis that remains a concern for the
United States. Tuberculosis is an airborne infection caused by a bacterium,
Mycobacterium tuberculosis. Tuberculosis primarily affects the lungs but can also
affect other parts of the body, such as the brain, kidneys or spine. The statistics
for TB are alarming. Globally, one-third of the world’s population is infected with
the TB germ, 8.8 million active cases develop each year and 1.6 million people die
of tuberculosis annually. It is estimated that 9-14 million Americans have latent
tuberculosis. Tuberculosis is the leading cause of death for people with HIV/AIDS.

According to the CDC, although the overall rate of new TB cases is declining in
the United States, the annual rate of decrease in TB cases has slowed significantly,
from about 7.3 percent (1993 to 2000) to 3.8 percent currently (2000-2006). This
rate represents one of the smallest declines since 1992, when over $1 billion was
spent in New York City alone to regain control of TB. The ATS is concerned that
TB rates in African Americans remain high and that TB rates in foreign-born Amer-
icans are growing.

The emergence of extensively drug-resistant XDR-TB has created a global health
emergency. Because it is resistant to most of the drugs used to treat TB, XDR-TB
is virtually untreatable and has an extremely high fatality rate. In one of the latest
outbreaks in South Africa from late 2005 until early 2006, XDR-TB killed 52 out
of 53 infected patients. According to data released by the CDC in March, between
1993 and 2006, there were 49 reported XDR-TB cases in the United States. Because
of the ease with which TB can spread, XDR TB will continue to pose a serious risk
to the United States as long as it exists anywhere else in the world.

While we urge immediate action in response to the XDR-TB emergency, we also
recognize the best way to prevent the future development of other resistant strains
of tuberculosis is through supporting effective tuberculosis control programs in the
United States and throughout the globe. We ask the subcommittee to take the first
steps to eliminating TB in the United States and prevent further outbreaks of drug
resistant forms of TB. The ATS, in collaboration with the National Coalition for
Elimination of Tuberculosis, recommends an increase of $120 million in fiscal year
2008 for CDC’s National Program for the Elimination of Tuberculosis.

The NIH also has a prominent role to play in the elimination of tuberculosis. Cur-
rently there is no highly effective vaccine to prevent TB transmission. However, the
recent sequencing of the TB genome and other research advances have put the goal
of an effective TB vaccine within reach. The National Institute of Allergy and Infec-
tious Disease has developed a Blueprint for Tuberculosis Vaccine Development. We
encourage the subcommittee to fully fund the TB vaccine blueprint. We also encour-
age the NIH to continue efforts to develop drugs to combat multi-drug resistant tu-
berculosis a serious emerging public health threat.

Fogarty International Center TB Training Programs

The Fogarty International Center (FIC) at NIH provides training grants to U.S.
universities to teach AIDS treatment and research techniques to international phy-
sicians and researchers. Because of the link between AIDS and TB infection, FIC
has created supplemental TB training grants for these institutions to train inter-
national health care professionals in the area of TB treatment and research. These
training grants should be expanded and offered to all institutions. The ATS rec-
ommends Congress provide $70 million for FIC to expand the TB training grant pro-
gram from a supplemental grant to an open competition grant.

RESEARCHING AND PREVENTING OCCUPATIONAL LUNG DISEASE

The National Institute of Occupational Safety and Health (NIOSH) is the sole
Federal agency responsible for conducting research and making recommendations
for the prevention of work-related diseases and injury. In addition to conducting re-
search, NIOSH investigates potentially hazardous working conditions, makes rec-
ommendations and disseminates information on preventing workplace disease, in-
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jury, and disability; and provides training to occupational safety and health profes-
sionals. The ATS recommends that Congress provide $253 million for NIOSH to ex-
pand or establish the following activities: the National Occupational Research Agen-
da (NORA); tracking systems for identifying and responding to hazardous exposures
and risks in the workplace; emergency preparedness and response activities; and
training medical professionals in the diagnosis and treatment of occupational illness
and injury.

CONCLUSION

Lung disease is a growing problem in the United States. It is this country’s third
leading cause of death. The lung disease death rate continues to climb. Overall, lung
disease and breathing problems constitute the number one killer of babies under the
age of 1 year. Worldwide, tuberculosis is one of the leading infectious disease killers.
The level of support this subcommittee approves for lung disease programs should
reflect the urgency illustrated by these numbers. The ATS appreciates the oppor-
tunity to submit this statement to the subcommittee.

PREPARED STATEMENT OF AMERICANS FOR THE ARTS

Americans for the Arts and the Los Angeles County Arts Commission respectfully
request the subcommittee to adopt an appropriation of $53 million for the Arts in
Education programs of the U.S. Department of Education. We also ask that it re-
quire the U.S. Department of Education to conduct much-needed research on the
status of arts education, including the Fast Response Statistical Survey (FRSS) and
the National Assessment of Educational Progress (NAEP).

Before considering funding levels, members of the subcommittee need to be aware
of a simple but breathtaking fact: Students with an education rich in the arts have
better grade point averages in core academic subjects, score better on standardized
tests, and have lower drop-out rates than students without arts education. This fact
is demonstrated by an increasing amount of compelling research. It is not seriously
contested. Further, research confirms that these results occur across the socio-eco-
nomic range.

Artists believe that the arts are important for their own sake. Educators know
they are rigorous and standards-based, and they are essential for supporting the
learning styles of all students while providing them with the unique opportunity to
develop problem solving skills, to develop critical thinking skills and to foster their
creativity. In essence, the arts help students develop skills that are needed for the
21st century workforce. In fact, CEOs have stated that the MFA (Masters in Fine
Arts) is the new MBA and seek employees that have had a solid arts education. You
can agree or disagree with us, of course. But you can’t ignore the research, which
shows that the arts help kids do better in school And for that reason, we believe
that the Federal Government has an essential role in ensuring that all children
have access to excellent arts education.

For several decades, the U.S. Department of Education’s Arts in Education pro-
grams have provided funding for the national programs of the John F. Kennedy
Center for the Performing Arts and VSA arts (formerly Very Special Arts). Since
2001 they have also run two important competitive grant programs:

—The Model Development and Dissemination program identifies, develops, docu-
ments, and disseminates models of excellence in arts education that impact
schools and communities nationwide. These projects strengthen student learn-
ing through standards-based arts education and integration of arts instruction
into other subject areas.

—The Professional Development grants program supports projects that serve as
national models for effective professional development that improve instruction
for arts specialists and classroom teachers. State and local education agencies
can adapt these models to provide rigorous arts instruction for all students.

A recent Model Development grant was given to the Los Angeles Unified School
District, in partnership with Inner-City Arts, a non-profit organization providing
arts learning services to students in the district, and the University of California,
Los Angeles (UCLA) Graduate School of Education and Information Sciences. The
three-year Arts in the Middle (AIM) Project will expand and rigorously evaluate an
innovative, cohesive model for delivery of arts-based instruction to remedial grade
six English learners. The Project’s strategy will extend community resources to
under-resourced urban middle schools in order to improve academic performance
among English learners by integrating standards-based arts education within the
core Language Arts curricula of grade six students. The Project’s target population
is remedial grade six students who are at extreme high risk of academic failure due
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to low levels of English Language Development. Assuming it is successful, the goal
is to replicate it within other Los Angeles schools. This project directly supports the
school district’s 10-year plan for arts education.

With increased funding, the Arts in Education programs will be able to support
additional such models that improve arts learning in high-poverty schools, and find-
ings from the model projects may be more widely disseminated.

With regard to another aspect of our request: despite research showing the posi-
tive effects of arts education, there is a serious lack of empirical data on how much
arts education is being delivered in our Nation’s schools. We do not have com-
prehensive, reliable information about student access to arts instruction or student
performance in the arts. The last Fast Response Survey report was for the 1999-
2000 school year, and the next round is long overdue.

Congress has repeatedly urged the Department of Education to implement the
Fast Response Survey in the arts to no avail. In public statements, U.S. Secretary
of Education Margaret Spellings has said, “Art, dance, music, and theater are as
much a part of education as reading, math, and science.” And yet, the Department
has told Congress that among the “many tough choices” made in the area of re-
search, the arts survey did not rate as a priority.

The Senate included report language in the fiscal year 2007 appropriations bill
that explicitly directed the Department of Education to conduct the FRSS, and it
also provided funding for that purpose. As you know, however, the bill did not be-
come law, and therefore the Department of Education has been able to delay imple-
menting the FRSS for yet another year. We thank this subcommittee for taking this
step last year and urge you to adopt similar language in your fiscal year 2008 bill.

Good data does exist in some localities, but only data that is national in scope
will allow Congress to make national policy. We would like to tell you about data
was gathered and used to affect policy in Los Angeles County. The task was an es-
sential step in helping the County and community stakeholders such as school dis-
tricts, arts organizations, elected officials, business leaders, foundations, and cor-
porations strategically organize their efforts to restore K-12 arts education. We
hope the story of how the information was collected, and the way it was used, will
gonvince you of the need to compel the Department of Education to collect national

ata.

In 2000, the Arts Commission commissioned the Arts in Focus survey, which de-
tailed the status of arts education for 1.7 million students in 82 school districts.
These students represent 27 percent of all public school students in the State, and
3.4 percent of all public school students in the country. With 80 of the 82 super-
intendents in the County participating, it was found that:

—>54 percent of school leaders reported no adopted arts policy and 37 percent re-
%)ortfd no defined sequential arts education in any discipline, at any school
evel.

—64 percent reported no district level arts coordinator, and the current average
ratio of credentialed arts teachers to students was 1:1,200.

—Nearly 50 percent reported “lack of instructional time in students’ schedules”
as their most significant challenge.

—Many districts would not have arts programs without the support of parents
and partnerships with non-profit arts organizations. Seventy-eight percent of
districts allocated less than 2 percent of their budget to arts education and 82.3
percent used partnerships with non-profit organizations to provide arts edu-
cation.

One hundred percent of superintendents who were interviewed stated that they
believe in the importance of the arts. However, what the data revealed was the lack
of an infrastructure to support arts education and, given the three decades without
sequential arts education, limited capacity of school districts to incorporate it back
into the school day.

In response to the findings of Arts in Focus, Los Angeles County (the Arts Com-
mission in partnership with the Los Angeles County Office of Education) embarked
on a year-long, community-based planning process. In 2002, the County Board of
Supervisors, the County Board of Education and the County Arts Commission
unanimously adopted Arts for All: Los Angeles County Regional Blueprint for Arts
Education, which presents a series of policy changes, educational initiatives, and es-
tablishment of a new infrastructure to ensure all 1.7 million students receive a
high-quality K-12 arts education.

The first goal of the Blueprint is to help school districts create a sustainable infra-
structure for arts education by conducting a needs assessment and utilizing district
data to develop and adopt an arts education policy and long-range budgeted plan
with benchmarks. To date, 20 school districts are at various stages of receiving tech-
nical assistance from a coach to strategically, and thoughtfully, identify and imple-
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ment key budgeted priorities for arts education in the areas of standards-based cur-
riculum, instruction and methodology, assessment, professional development, pro-
gram administration and personnel, partnerships and collaborations, funding, re-
sources and facilities, and evaluation.

As a key strategy in the Blueprint, the County created the Arts Education Per-
formance Indicators report, or AEPI, to collect pertinent school district data to track
the status of an arts education infrastructure based on five critical factors: an arts
education policy adopted by the school board; an arts education plan adopted by the
school board; a district level arts coordinator; an arts education budget of at least
5 percent of the district’s total budget; and a student to credentialed arts teacher
ratio of no higher than 400:1. With these pieces in place, school districts can deliver
sustainable arts education.

The AEPI is released every other year. It is interesting to note that for the 2005
report, those districts making the greatest progress in achieving the five critical suc-
cess factors received technical assistance while those showing little to no improve-
ment did not. AEPI is an invaluable tool in providing a county-wide picture of the
status of an arts education infrastructure, target technical assistance to help school
districts plan, keep arts education visible and at the forefront of policy discussions,
provide a mechanism for school districts to self-evaluate and reflect on their
progress in providing equal access to a quality arts education and to compare them-
selves to other districts, and encourage County-wide dialogue on arts education
among diverse stakeholders in the community—from elected officials, to educators,
to parents and students.

Access to up-to-date, accurate data is imperative to drive strategic planning and
policy change. In addition, Arts for All illustrates the importance of providing cus-
tomized assistance to help school districts effectively plan for the implementation
of arts education based on identified needs and priorities. Without this help, we
have found that it is difficult for school districts to use available funds effectively—
including, for example, Federal Title I funds.

You may be aware that the fiscal year 2006—2007 budget for the State of Cali-
fornia includes $500 million in one-time funding for arts education and physical
education equipment, supplies and professional development and $105 million in on-
going funding especially for arts education personnel, supplies, materials, and pro-
fessional development. As it turns out, the districts that have received technical as-
sistance and that have established policies and plans are able to effectively and
strategically utilize this funding. Seventeen County school districts have expressed
an interest in receiving arts education planning assistance through Arts for All in
light of the new State money. With these additional school districts, 37 districts in
Los Angeles County will be planning for and implementing standards-based arts
education—close to 50 percent of County school districts—with more school districts
joining Arts for All each year.

Each level of government has its part to play, in concert with stakeholders at each
level. We have described the massive commitment of Los Angeles County govern-
ment to providing excellent arts education, and we have touched on the increased
recognition by the State of California of its responsibility to help. The Federal Gov-
ernment needs to step up as well. It has a unique role in collecting and publishing
data, and an essential role in supporting, researching and disseminating locally de-
veloped projects. Both of these roles are the focus of this testimony.

We would also like to ask you to encourage local districts to use Federal education
funds, such as Title I, to institute data collection and technical assistance programs
similar to what was done in Los Angeles County. They should also use Federal
funds to hire local district-wide arts education coordinators.

Finally, we would like to mention that the NAEP—the national arts “report
card”—is scheduled to be administered in 2008, and must stay on track. It is de-
signed to measure students’ knowledge and skills in dance, music, theatre, and vis-
ual arts, and it provides critical information about the arts skills and knowledge of
our Nation’s students. The last arts NAEP was performed in 1997. Like the FRSS,
the next round is long overdue.

Thank you very much for the opportunity to submit this testimony.

PREPARED STATEMENT OF THE AMERICANS FOR NURSING SHORTAGE RELIEF (ANSR)
ALLIANCE

The undersigned organizations of the ANSR Alliance greatly appreciate the oppor-
tunity to submit written testimony regarding fiscal year 2008 appropriations for
Title VIII—Nursing Workforce Development Programs. The ANSR Alliance is com-
prised of 52 national nursing organizations that united in 2001 to identify and pro-
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mote creative strategies for addressing the nursing and nurse faculty shortages, in-
cluding passage of the Nurse Reinvestment Act of 2002.
The ANSR Alliance stands ready to work with lawmakers to advance programs
and policy that will sustain and strengthen our Nation’s nursing workforce. To en-
sure that our Nation has a sufficient and adequately prepared nursing workforce
to provide quality care to all well into the 21st century, ANSR urges Congress to:
—Appropriate at least $200 million in funding for Nursing Workforce Develop-
ment Programs under Title VIII of the Public Health Service Act at the Health
Resources and Services Administration (HRSA) in fiscal year 2008.

—Restore the Advanced Education Nursing program (Sec. 811) and fund it at a
level on par with the proposed fiscal year 2008 increase for the other Title VIII
programs.

NURSING SHORTAGE

Nurses play a critical role in our Nation’s health care system. An estimated 2.9
million licensed registered and advanced practice registered nurses (RNs and
APRNSs) represent the largest professional occupation of all health care workers pro-
viding patient care in virtually all locations in which health care is delivered. The
diversity of practice settings and differing scopes of practice makes the nursing
shortage an even more complex challenge. Some facts to consider:

—The nursing workforce is aging. In 1980, 26 percent of RNs were under the age
of 30. Today, approximately 8 percent of RNs are under the age of 30 with the
average nurse being 46.8 years of age;

—Approximately half of the RN workforce is expected to reach retirement age
within the next 10 to 15 years. The average age of new RN graduates is almost
30 years old,;

—A December 2005 Bureau of Labor Statistics report projected that registered
nursing would create the second largest number of new jobs among all occupa-
tions within 9 years. In addition, employment of RNs is expected to grow much
faster than average for all occupations through 2014. It is anticipated that ap-
proximately 703,000 additional jobs, for a total of 3,096,000, will be available
for RNs by that date;

—The national nursing shortage also is affecting our Nation’s 7.6 million veterans
who receive care through the 1,300 Department of Veterans Affairs (VA) health
care facilities. The VA, the largest sole employer of RNs in the United States,
has a 10 percent RN vacancy rate;

—The nurse faculty vacancies in the United States continued to grow even as the
numbers of full- and part-time educators increased during the 2005-2006 aca-
demic year. According to the National League for Nursing’s 2006 Nurse Faculty
Census, the estimated number of budgeted, unfilled, full-time positions in 2006
was 1,390. This number represents a 7.9 percent vacancy rate in baccalaureate
and higher degree programs, which is an increase of 32 percent since 2002; and
a 5.6 percent vacancy rate in associate degree programs, which translates to a
10 percent rise in the same period.

NURSING SUPPLY IMPACTS AMERICA’S EMERGENCY PREPAREDNESS

The National Center for Health Workforce Analysis at the Bureau of Health Pro-
fessions in HRSA reports that the nursing shortage makes it challenging for the
health care sector to meet current service needs. Nursing shortfalls exacerbating ca-
pacity insufficiencies throughout the health care system have ripple effects, for ex-
ample, seen in the problems encountered by most communities’ day-to-day emer-
gency care services. Facing a pandemic flu or other natural or man-made disaster
of significant proportions makes the nursing shortage an even greater national con-
cern, as well as an essential part of national preparedness and response planning

Nurses play a critical role as front-line, first-responders. When word of the devas-
tation caused by Hurricanes Katrina and Rita reached nurses across the country,
they immediately volunteered in American Red Cross shelters, medical clinics, and
hospitals throughout that widespread region. Nurses and advanced practice reg-
istered nurses (e.g., nurse midwives, nurse practitioners, clinical nurse specialists
and certified registered nurse anesthetists) are particularly critical national re-
sources in an emergency, able to provide clinical nursing care as well as primary
care. During Katrina and Rita, nurse midwives delivered babies in airplane hang-
ars, and nurses trained in geriatric care assisted in caring for those traumatized by
their evacuation from the comforts of their homes, assisted living facilities or nurs-
ing homes. Nurse practitioners diligently staffed temporary and permanent health
care clinics to provide needed primary care to hurricane victims. Many nurses con-
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tributed not just through their clinical expertise, but also by offering psychological
support as they listened to survivors recount their stories of pain and tragedy.

These stories seem particularly relevant in demonstrating the essential assistance
nurses provide during tragedies, and reinforce the need to ensure an adequate sup-
ply of all types of nurses. Unless steps are taken now, the Nation’s ability to re-
spond to disasters will be further hindered by the growing nursing shortage. An in-
vestment in the nursing workforce is a reasonable and cost-effective investment to-
ward rebuilding the public health infrastructure and increasing our Nation’s health
care readiness and emergency response capabilities.

DESPERATE NEED FOR NURSE FACULTY

After years of declining interest, the nursing profession is seeing a resurgence of
interest in the profession. Many people in America have come to find nursing an
attractive career because of job openings, salary levels, and the opportunity to help
others. However, the common theme among prospective nursing students is that due
to a lack of enrollment openings, owing to faculty shortages, they can face waiting
periods of up to 3 years before matriculating. When all nursing programs are consid-
ered, the number of qualified applications turned away during the 2004-2005 aca-
demic year was estimated to be nearly 147,000 by the National League for Nursing.
Without sufficient support for current nurse faculty and adequate incentives to en-
courage more nurses to become faculty, nursing schools will fail to have the teaching
infrastructure necessary to educate and train the next generation of nurses that the
Nation so desperately need.

The current and deepening nurse faculty shortfall is the critical reason that the
Advanced Education Nursing line item in the Title VIII programs must be fully
funded. This program supported 11,949 graduate nursing students in fiscal year
2005. The students that are supported by this funding are the pool of future faculty
for the nursing profession. Whether supporting students in clinical education or as
faculty in schools of nursing, it is essential that advanced education nursing funding
be restored.

FUNDING REALITY

Enacted in 2002, the Nurse Reinvestment Act (Public Law 107-205) addressed
new and expanded initiatives, including loan forgiveness, scholarships, career ladder
opportunities, and public service announcements to advance nursing as a career. De-
spite the enactment of this critical measure, HRSA fails to have the resources nec-
essary to meet the current and growing demands for our Nation’s nursing workforce.
For example:

—Fiscal Year 2005 Nursing Education Loan Repayment Program.—Of the 4,465
applicants, 803 awards were made (599 initial 2-year awards and 204 amend-
ment awards) with 18 percent of applicants receiving awards.

—Fiscal Year 2006 Nursing Education Loan Repayment Program.—Of the 4,222
applicants, 615 awards were made (373 initial 2-year awards and 242 amend-
ment awards). This translates to 14.6 percent of applicants receiving awards.

—Fiscal Year 2005 Nursing Scholarship Program.—This program received 3,482
applicants and was able to provide 212 awards or 6.1 percent of the applicants
received scholarships.

—Fiscal Year 2006 Nursing Scholarship Program.—3,320 applicants were re-
c}elived and 218 awards made or 6.6 percent of the applicants received scholar-
ships.

The ANSR Alliance requests that the subcommittee provide a minimum of $200
million in fiscal year 2008 to fund the Title VIII—Nursing Workforce Development
Programs. We also urge the restoration of the Advanced Education Nursing program
(sec. 811) funded at a level on par with the proposed fiscal year 2008 increase for
the other Title VIII programs.

This funding can be used to restore the Advanced Education Nursing program
and fund a higher rate of Nurse Education Loan Repayment and Nursing Scholar-
ship applications, as well as implement other essential endeavors to sustain and
boost our Nation’s nursing workforce. We thank you for consideration of our request.

SUMMARY

Programmatic area Final ;iosg?l year President’s budget ANSR Alliance

fiscal year 2008 request

Title VII—Nursing Workforce Development Programs at
HRSA $149,679,000 $105,263,000 $200,000,000
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ANSR ALLIANCE ORGANIZATIONS

Academy of Medical-Surgical Nurses; American Academy of Ambulatory Care
Nursing; American Academy of Nurse Practitioners; American Association of Crit-
ical-Care Nurses; American Association of Nurse Anesthetists; American Association
of Nurse Assessment Coordinators; American Association of Occupational Health
Nurses; American College of Nurse Practitioners; American Organization of Nurse
Executives; American Radiological Nurses Association; American Society for Pain
Management Nursing; American Society of PeriAnesthesia Nurses; American Soci-
ety of Plastic Surgical Nurses; Association of periOperative Registered Nurses; Asso-
ciation of Rehabilitation Nurses; Asociation of State and Territorial Directors of
Nursing; Association of Women’s Health, Obstetric and Neonatal Nurses; Emer-
gency Nurses Association; Infusion Nurses Society; National Association of Clinical
Nurse Specialists; National Association of Neonatal Nurses; National Association of
Nurse Practitioners in Women’s Health; National Association of Orthopaedic
Nurses; National Association of Pediatric Nurse Practitioners; National Conference
of Gerontological Nurse Practitioners; National Council of State Boards of Nursing,
Inc.; National Gerontological Nursing Association; National League for Nursing; Na-
tional Nursing Centers Consortium; National Nursing Staff Development Organiza-
tion; National Organization for Associate Degree Nursing; National Organization of
Nurse Practitioner Faculties; National Student Nurses’ Association, Inc.; Society for
Vascular Nursing; Society of Pediatric Nurses; Society of Trauma Nurses; and Soci-
ety of Urologic Nurses and Associates.

PREPARED STATEMENT OF THE ASSOCIATION OF ACADEMIC HEALTH SCIENCES
LIBRARIES AND THE MEDICAL LIBRARY ASSOCIATION

SUMMARY OF RECOMMENDATIONS FOR FISCAL YEAR 2008

(1) A 6.7 percent increase for the National. Library of Medicine at the National
Institutes of Health and support for the National Library of Medicine’s Urgent Fa-
cility construction needs.

(2) Continued support for the Medical Library community’s role in the National
Library of Medicine’s Outreach, Telemedicine, Disaster Preparedness and Health In-
formation Technology Initiatives.

Mr. Chairman, thank you for the opportunity to testify today on behalf of the
Medical Library Association (MLA) and the Association of Academic Health Sciences
Libraries (AAHSL) regarding the fiscal year 2008 budget for the National Library
of Medicine (NLM). I am Marianne Comegys, Director of the Louisiana State Uni-
versity (LSU) Health Sciences Center Library in Shreveport, Louisiana.

MLA is a nonprofit, educational organization with more than 4,500 health
sciences information professional members worldwide. Founded in 1898, MLA pro-
vides lifelong educational opportunities, supports a knowledgebase of health infor-
mation research and works with a global network of partners to promote the impor-
tﬁnce (f)fl' quality information for improved health to the healthcare community and
the public.

AAHSL is comprised of the directors of the libraries of 142 accredited American
and Canadian medical schools belonging to the Association of American Medical Col-
leges (AAMC). AAHSL’s goals are to promote excellence in academic health sciences
libraries and to ensure that the next generation of health professionals is trained
in information-seeking skills that enhance the quality of healthcare delivery.

Together, MLA and AAHSL address health information issues and legislative
matters of importance through a joint task force.

With respect to NLM’s budget for the upcoming year, I would like to touch briefly
on five issues: (1) the growing demand for NLM’s basic services, (2) NLM’s outreach
and education services, (3) NLM’s role in emergency preparedness and response, (4)
NLM’s health information technology initiatives and (5) NLM’s facility needs.

THE GROWING DEMAND FOR THE NLM’S BASIC SERVICES

Mr. Chairman, it is a tribute to NLM that the demand for its services and exper-
tise continues to grow. As the world’s foremost digital library and knowledge reposi-
tory in the health sciences, NLM provides the critical infrastructure in the form of
data repositories and integrated services such as GenBank and PubMed that are
helping to revolutionize medicine and advance science to the next important era—
individualized medicine based on an individual’s unique genetic differences.

As the world’s largest and most comprehensive medical library, services based on
NLM’s traditional and electronic collections continue to steadily increase each year.
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These collections stand at more than 8.5 million items—books, journals, technical
reports, manuscripts, microfilms, photographs, and images. By selecting, organizing
and ensuring permanent access to health science information in all formats, NLM
is ensuring the availability of this information for future generations, making it ac-
cessible to all Americans, irrespective of geography or ability to pay, and ensuring
that each citizen can make the best, most informed decisions about their healthcare.

Mr. Chairman, simply stated NLM is a national treasure and support for its pro-
grams and services could not be more important at the present time. I can tell you
that without NLM our Nation’s medical libraries would be unable to provide the
quality information services that our Nation’s health professionals, educators, re-
searchers and patients have all come to expect.

Recognizing the invaluable role that NLM plays in our healthcare delivery sys-
tem, MLA and AAHSL join with the Ad Hoc Group for Medical Research in asking
for a 6.7 percent increase for NLM, and the NIH overall, in fiscal year 2008.

OUTREACH AND EDUCATION

NLM’s outreach programs are of particular interest to both MLA and AAHSL.
These activities are designed to educate medical librarians, health professionals and
the general public about NLM’s services.

NLM has taken a leadership role in promoting educational outreach aimed at
public libraries, secondary schools, senior centers and other consumer-based set-
tings. Furthermore, NLM’s emphasis on outreach to underserved populations assists
the effort to reduce health disparities among large sections of the American public.

We applaud the success of NLM’s outreach initiatives, particularly those initia-
tives that reach out to medical libraries and health consumers. We ask the com-
mittee to encourage NLM to continue to coordinate its outreach activities with the
medical library community in fiscal year 2008.

Partners in Information Access

NLM’s “Partners in Information Access” program is designed to improve the ac-
cess of local public health officials to information needed to prevent, identify and
respond to public health threats. With nearly 6,000 members in communities across
the country, the National Network of Libraries of Medicine (NNLM) is well-posi-
tioned to ensure that every public health worker has electronic health information
services that can protect the public’s health. My own facility, the LSU Health
Sciences Center in Shreveport, Louisiana, participates in this program. Through it,
fve are able to train public health workers on how to access health information on-
ine.

PubMed | Medline

NLM’s PubMed/Medline is the Nation’s premier online bibliographic database.
PubMed/Medline makes accessing important medical information easier and
quicker, which in turn lowers healthcare costs while improving care. For more than
10 years, PubMed/Medline has afforded anyone with access to the Internet the op-
portunity to tap into the vast resources of NLM.

The NIH Public Access policy makes use of NLM’s PubMed Central electronic ar-
chive of full-text journal articles and manuscripts. This policy supports NLM’s mis-
sion to archive and enhance access to healthcare information. We are concerned
however that the current rate of participation in the voluntary policy is low. Even
with an increasing number of journals depositing their complete contents in PubMed
Central less than 15 percent of NIH-funded articles are available to the public
there.

We concur with the NLM Board of Regents that the NIH Public Access policy can-
not achieve its stated goals unless the deposit of manuscripts becomes mandatory.
An informal survey conducted by AAHSL of faculty and research administrators at
19 universities illustrated that NIH-funded researchers are aware of the NIH Public
Access policy. This finding has been confirmed by NIH focus groups. Hence, lack of
awareness does not appear to be the primary reason for the low submission rate;
rather lack of incentive is impeding the success of this policy.

In September, NLM, NIH and the Friends of NIH, launched NIH MedlinePlus
Magazine. This new publication will be distributed in doctors’ waiting rooms, and
will provide the public with access to high quality, easily understood health informa-
tion.

NLM also continues to work with medical librarians and health professionals to
encourage doctors to provide MedlinePlus “information prescriptions” to their pa-
tients. This initiative has been expanded to encourage genetics counselors to pre-
scribe the use of NLM’s Genetics Home Reference website. “Go Local” is another
new exciting feature of MedlinePlus that enables local and State agencies and oth-
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ers to participate by creating sites that link the MedlinePlus information seeker to
local pharmacies, doctors and other health and social services. This service further
enhances the value of NLM and MedlinePlus, not just for medical librarians and
health professionals, but also for health consumers. It also provides a platform for
enhancing public access to the information needed to prepare for and respond to dis-
asters and emergencies.

Clinical Trials

NLM’s clinical trials database was launched in February 2000 and lists more than
38,000 United States and international trials for a wide range of diseases. The clin-
ical trials database is a free and invaluable resource to patients and families who
are interested in participating in cutting-edge treatments for serious illnesses. MLA
and AAHSL thank NLM for its leadership in creating ClinicalTrials.gov and looks
forward to assisting NLM in advancing this important initiative.

We are aware of current proposals to mandate the submission of clinical trial re-
sults to this or a related database. We strongly endorse the notion of improving pub-
lic access to information about the results of clinical trials, but are concerned about
the possibility of results being posted without having been subject to some form of
external review. If such information is to be used by patients and their physicians
to make informed decisions, the information must be trustworthy and should be
held to the same standard as other publicly available information made available
on the NLM web sites.

EMERGENCY PREPAREDNESS AND RESPONSE

MLA and AAHSL support the recommendation of the NLM Board of Regents
Long Range Plan for 2006-2016 that NLM establish a Disaster Information Man-
agement Research Center to expand NLM’s capacity to support disaster response
and management initiatives. Following Hurricane Katrina, NLM provided health
professionals and the public with access to needed health and environmental infor-
mation by: (1) quickly compiling Web pages on toxic chemicals and environmental
concerns, (2) rapidly providing funds, computers and communication services to as-
sist librarians in the field who were restoring health information services to dis-
placed clinicians and patients, and (3) rerouting interlibrary loan requests from the
afflicted regions through the NNLM.

HEALTH INFORMATION TECHNOLOGY AND BIOINFORMATICS

Mr. Chairman, NLM has played a pivotal role in creating and nurturing the field
of medical informatics, most notably through the creation of GenBank and a wide
array of related scientific data and analysis tools which provide critical infrastruc-
ture for the Nation’s researchers. This critical infrastructure will be key to advances
in medicine in the future.

For nearly 35 years, NLM has supported informatics research and training and
the application of advanced computing and informatics to biomedical research and
healthcare delivery including a variety of telemedicine projects. Many of today’s
informatics leaders are graduates of NLM-funded informatics research programs at
universities across the country, and many of the country’s exemplary electronic
health record systems benefited from NLM grant support.

A leader in supporting, licensing, developing and disseminating standard clinical
terminologies for free United States-wide use (e.g., SNOWMED), NLM works closely
with the Office of the National Coordinator for Health Information Technology
(ONCHIT) to promote the adoption of interoperable electronic records.

MLA and AAHSL encourage Congress to continue their strong support of NLM’s
medical informatics and genomic science initiatives, at a point when the linking of
clinical and genetic data holds increasing promise for enhancing the diagnosis and
treatment of disease. MLA and AAHSL also support Health Information Technology
initiatives at

ONCHIT and the Agency for Healthcare Research and Quality (AHRQ) that build
upon initiatives housed at NLM.

NLM’S FACILITIES NEEDS

Mr. Chairman, over the past two decades NLM has assumed many new respon-
sibilities, particularly in the areas of biotechnology, health services research, high
performance computing and consumer health. As a result, NLM has had tremen-
dous growth in its basic functions related to the acquisition, organization and pres-
ervation of an ever-expanding collection of biomedical literature an expanded staff.
NLM now houses 1,100 staff in a facility built to accommodate only 650. This in-
crease in the volume of biomedical information and in the number of personnel has



95

led to a serious space shortage. Digital archiving—once thought to be a solution to
the problem of housing physical collections—has only added to the challenge, as ma-
terials must often be stored in multiple formats and as new digital resources con-
sume increasing amounts of storage space. As a result, the space needed for com-
puting facilities has also grown, further squeezing out staff. In order for NLM to
continue its mission as the world’s premier biomedical library, a new facility is ur-
gently needed. The NLM Board of Regents has assigned the highest priority to sup-
porting the acquisition of a new facility. Further, Senate Report 108-345 that ac-
companied the fiscal year 2005 appropriations bill acknowledged that the design for
the new research facility at NLM had been completed and the committee urged the
NIH to assign a high priority to this construction project so that NLM’s information-
handling capabilities are not jeopardized.

We encourage the subcommittee to provide the resources necessary to construct
a new facility.

Mr. Chairman, thank you again for the opportunity to present the views of the
medical library community.

PREPARED STATEMENT OF THE ASSOCIATION OF AMERICAN CANCER INSTITUTES

The Association of American Cancer Institutes (AACI), representing 89 of the Na-
tion’s premier academic and free-standing cancer centers, appreciates the oppor-
tunity to submit this statement for consideration as the Labor, Health and Human
Services Appropriations Subcommittee plans the fiscal year 2008 appropriations for
the National Institutes of Health (NIH) and the National Cancer Institute (NCI).

CANCER BURDEN

In 2007, there will be approximately 1.44 million new cases of cancer in the
United States.! Today, lifetime cancer risk in the United States is one in two for
men and one in three for women.2 This number will continue to climb as the popu-
lation ages, with an estimated 18.2 million cancer survivors (those undergoing treat-
ment, as well as those who have completed treatment) alive in 2020. By comparison,
11.7 million survivors were living in the United States in 2005.3

RESEARCH IN JEOPARDY

A recent analysis published in the Journal of Oncology Practice suggested that the
increase in the number of cancer patients and survivors over the next decade will
be coupled with a shortage of clinical oncologists.? And there is another shortage
that is all too real now, the implications of which will be felt for generations to come
if our government’s policymakers do not address the problem immediately. Because
of continuing decreases to the budgets of the NIH and NCI (in actual dollars and
as a result of biomedical inflation), grants to support cancer researchers as they dis-
cover new treatments for cancer and strategies to prevent and detect the disease
continue to be cut. Without these grants, fewer and fewer cancer researchers will
be able to maintain their commitment to science—a dearth of cancer researchers is
on the horizon.

CANCER RESEARCH: BENEFITING ALL AMERICANS

The cancer research enterprise in the United States is second-to-none. Cancer re-
search, conducted in academic laboratories across the country saves money by re-
ducing healthcare costs associated with the disease, enhances the United States’
global competitiveness, and has a positive economic impact on localities that house
a major research center. While these aspects of cancer research are important, what
cannot be overstated is the impact cancer research has had on individuals’ lives—
lives that have been lengthened and even saved by virtue of discoveries made in
cancer research laboratories across the United States.

Our Nation’s cancer researchers are making advances against this disease—for
the second year in a row, statistics show that the number of people dying of cancer
has declined.2 And for the first time ever, coming generations may be able to pre-
vent some cancers from occurring at all. For instance, with the recent FDA approval
of the HPV (human papillomavirus) vaccine Gardasil, young women will be pro-
tected against the virus that causes up to 70 percent of cervical cancer cases world-

1Cancer Statistics, 2007. CA: Cancer Journal for Clinicians 2007; 57: 43-66.

2The Nations’ Investment in Cancer Research; A Plan and Budget Proposal for Fiscal Year
2008, National Cancer Institute, 2007.

3Future Supply and Demand for Oncologists, Journal of Oncology Practice 2007; 3(2): 79-86.
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wide.# In 2007 11,150 women will develop cervical cancer and 3,670 will die as a
result of the disease.’? Gardasil is expected to significantly reduce the number of
cases of cervical cancer as young women begin receiving the vaccine. Also, the HPV
infection may play some role in the development of other diseases such as head and
neck cancer, suggesting that the vaccine may have wider applicability in the future.

Recent headlines have linked dropping breast cancer rates with a decrease in the
use of hormone replacement therapy among millions of older women. An NCI-fund-
ed study conducted at The University of Texas M.D. Anderson Cancer Center ex-
plored factors that may be involved in the 7 percent age-adjusted decline—or 14,000
fewer cases—in breast cancer incidence between 2002 and 2003.6 The researchers,
led by Dr. Donald Berry, concluded that “only the potential impact of hormone re-
placement therapy was strong enough to explain the effect.”2 Without a strong re-
search infrastructure to examine this relationship, health professionals might still
routinely prescribe menopausal hormones without knowing that the hormones may
increase their patients’ risk of developing breast cancer.

This and other success stories are positive news in the war on cancer, but are only
one small part of the battle. Research advances that have led to increased cancer
survivorship, prevention efforts, and enhanced treatment and understanding of the
disease are at stake with research funding becoming more and more limited. Now
is the time to provide funding to NIH and NCI to fully capitalize on the accelerated
pace of research that was fostered by the doubling of the NIH budget from 1998
through 2003, not to risk losing out on lifesaving opportunities by cutting funding
to the Nation’s biomedical infrastructure.

EFFECTS OF THE “UNDOUBLING” OF THE NIH BUDGET

During the period from 1998 through 2003 the budget of the NIH was doubled.
This doubling provided resources that allowed a greater number of promising young
investigators to enter the field of cancer research, and also supported research into
the ideas of established investigators. In 2007, however, funding for NIH is in the
process of being “undoubled” through actual budget cuts and because of the effects
of biomedical inflation. This year, NIH’s budget is approximately $28.9 billion—an
impressive sum to be sure. However, if NIH’s 2003 budget (the last year of the dou-
bling period) had been increased each year only to account for biomedical inflation,
its 2007 budget would be $31.6 billion.

While the doubling of the NIH budget was an ambitious undertaking, the effort
has ultimately resulted in inconsistent funding for the institutes that make up the
NIH. The budget of the NCI alone has lost approximately 12 percent of its pur-
chasing power due to the effects of biomedical inflation.” The Biomedical Research
and Development Price Index (BRDPI) is calculated each year to determine how
NIH expenditures must increase to compensate for inflation. In 2005 BRDPI was
estimated at 3.9 percent, meaning that each research dollar lost 3.9 percent of its
value for the year.8 The NIH budget also decreased 0.5 percent from 2005 to 2006,
which caused a net loss of 4.4 percent purchasing power for 2006. NCI Director Dr.
John E. Niederhuber estimates that because of actual cuts in funding and the ef-
fects of BRDPI, in fiscal year 2006 NCI was unable to fund 180 grants that would
otherwise have been deemed worthy of funding.” These projects would have built
uptzln progress made during the doubling period—progress that will now be unreal-
ized.

In 2007, NCI’s Clinical Trials Cooperative Group Program will have to cut as
much as 60 percent of its members’ new clinical trials. This will result in an 11 per-
cent decrease in the number of patients accrued into clinical trials, or approximately
3,000 eligible patients who will be unable to enroll in a cooperative group trial.”
These trials would answer questions that help lead to more effective therapies and
other interventions for cancer, as well as methods for screening and prevention. Not
only will these patients be unable to benefit from the cutting-edge treatments avail-
able only through clinical trials, patients for generations to come will not benefit
from the results of this research.

4Taking Pride in an Important Achievement, The NCI Cancer Bulletin, 2006; 3(24): 1-2.

5 American Cancer Society. Cancer Facts & Flgures 2007, 2007, 20-21.

6 Decline in Breast Cancer Cases Likely Linked to Reduced Use of Hormone Replacement.
M.D. Anderson Cancer Center News Release, December 14, 2006.

7Cancer Research Budget Cuts Cause “Missed Opportunities,” NCI Director Tells Advisors,
The Cancer Letter; 33(9), 5-8.

8 Biomedical Research and Development Price Index (BRDPI), BRDPI Table of Annual Values
Index. Office of Budget, National Institutes of Health, 2007. http:/officeofbudget.od.nih.gov/ui/
GDP__ FromGenBudget.htm



97

Additionally, NCI’s Specialized Programs of Research Excellence (SPOREs) pro-
gram that promotes interdisciplinary research to move basic research findings from
the laboratory to clinical settings was cut by 8 percent, or $8 million, in fiscal year
2006, with more cuts expected this year. NCI's Tobacco Control Research Branch
has been cut by $6.5 million between fiscal year 2004 and fiscal year 2007 and its
Cancer Survivorship Program by $1 million. Patient accrual for clinical trials at
NCT’s Center for Cancer Research (CCR) was at 4,210 in fiscal year 2004, but in
fiscal year 2006 that number was down to 3,795.7

THE NATION’S CANCER CENTERS

The nexus of cancer research in the United States is the Nation’s network of can-
cer centers, both with and without NCI designation, that are represented by AACI.
These cancer centers are highly integrated, multidisciplinary hubs of scientific excel-
lence and exceptional patient care. They are uniquely patient oriented, research in-
tensive, translationally adept, and clinically superb. In 2005, these academic based
institutions received 86 percent of the grant dollars available for 2005, or 59 percent
of NCI’s budget as a whole. Because these centers are networked nationally, oppor-
tunities for collaborations are many—assuring wise and non-duplicative investment
of scarce Federal dollars.

In addition to conducting basic, clinical, and population research, the cancer cen-
ters are largely responsible for training the cancer workforce that will practice in
the United States in the years to come. Much of this training is dependent on Fed-
eral dollars, via training grants and other funding from NCI. Decreasing Federal
support will significantly undermine the centers’ ability to continue to train the next
generation of cancer specialists—both researchers and providers of cancer care.

Success stories at the cancer centers are common—but are in danger of becoming
less so as research dollars are lost. For instance, a patient at a major academic can-
cer center had been told he had 6 months to live after being diagnosed with an ag-
gressive form of brain cancer. But through an innovative clinical trial at the center,
this patient was tumor-free 6 years later.? Without the Federal funding that sup-
ported his treatment, he may not have been so fortunate.

FINANCIAL IMPACT ON CANCER CENTERS

The cancer center network in the United States forms the country’s cancer re-
search infrastructure. As the nationwide hubs of cancer-related scientific inquiry,
the negative impact of reduced Federal funding for cancer research on these centers
is enormous. The rapid pace of cancer research at AACI centers requires that inves-
tigators and clinicians from diverse disciplines work together to share information,
expertise and resources. These interactions yield many insights into the cancer
problem. Reduced, or—even worse—no support for even one member of this multi-
disciplinary team affects the collective progress and productivity of the entire pro-
gram.

Furthermore, the grants that comprise the core funding for the NCI-designated
cancer centers have been flat for the past 3 years.” This core funding helps support
academic and research institutions to sustain coordinated interdisciplinary pro-
grams in cancer research. With no annual adjustment for inflation, the actual pur-
chasing power over the course of a typical multi-year grant has decreased, essen-
tially resulting in a cut to funding. Stagnant funding prevents expansion at existing
centers, but also—and perhaps more importantly—prevents new centers from
achieving NCI designation. While most major metropolitan areas in the United
States have easy access to an NCI-designated cancer center, several States and
many underserved areas do not.

SOCIAL VALUE

Though cancer statistics can seem daunting, even small steps forward will have
tremendous results. Dr. Kevin M. Murphy, the George J. Stigler Distinguished Serv-
ice Professor of Economics at the University of Chicago Graduate School of Busi-
ness, estimates that even a 1 percent reduction in cancer deaths would result in al-
most $500 billion in social value to the United States. Social value is calculated in
terms of improved health and longevity. Curing the disease would be worth as much
as $50 trillion in social value.10

9Road to Nowhere, Frontiers Magazine, Winter 2006.
10 AACR Meeting: Increase Research Funding that Cuts U.S. Cancer Mortality by 1 percent
Could Provide Payback of Nearly $500 Billion, Oncology Times, May 10, 2006.
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CONCLUSION

These are very exciting times in science and, particularly, in cancer research. Re-
cent discoveries in the molecular biology of cancer have led to important advances
and new approaches to the prevention and treatment of the disease. Drug discovery
often is now based on the understanding of molecular targets unique to cancer cells
compared with normal cells. Because of the Nation’s investment in this research,
we are learning how to target and treat cancer specifically, while sparing healthy
tissues, and we are helping survivors lead more vibrant lives. Reduced or flat fund-
ing will have a grave impact on progress in targeted therapies and other promising
research endeavors that could lead to increased cancer survivorship.

Simply put, cancer research is a marathon, not a sprint. While the period of NIH
doubling briefly helped speed the pace of cancer research, the potential legacy of
this doubling will be squandered if the NCI and NIH budgets are not funded—at
a minimum—to account for the effects of biomedical inflation. AACI and its mem-
bers urge Congress to support an NIH budget increase for fiscal year 2008 of at
least 6.7 percent to make up for recent annual inflationary shortfalls. AACI and its
members also urge Congress to appropriate $5.1 billion for NCI’s fiscal year 2008
budget, which reflects a 6.7 percent increase over fiscal year 2007, consistent with
our overall NIH request.

We must, as a Nation, commit to fully funding the budget of the NCI and the
NIH. Our generation has been fortunate—a diagnosis of cancer is no longer the cer-
tain death sentence it was for our parents and grandparents. We owe the same to
our children and grandchildren, and we urge your support to increase this critical
funding.

PREPARED STATEMENT OF THE ASSOCIATION OF AMERICAN PUBLISHERS

I am pleased to submit the following statement for the record on behalf of the
Professional and Scholarly Publishing Division of the Association of American Pub-
lishers (PSP/AAP) in conjunction with the subcommittee’s hearing on the fiscal year
2008 Budget for the National Institutes of Health (NIH). The AAP represents com-
mercial and non-profit entities who publish scientific, technical and medical jour-
nals. Scholarly publishers are committed to working with NIH to successfully imple-
ment NIH’s Public Access Policy and ensure that articles based on NIH-funded re-
search are deposited with NIH. Publishers believe that such a proactive public-pri-
vate partnership between NIH and journal publishers is critical to the success of
the NIH policy. As a result of the voluntary efforts by publishers, the number of
articles deposited with NIH has increased significantly.

The number of articles deposited with NIH has increased well beyond the low fig-
ures referenced by NIH. The voluntary effort initiated by publishers to deposit
manuscripts on behalf of authors has resulted in an increase in deposits from 4 per-
cent to over 20 percent. This significant increase is just the beginning. We will be
able to do more as additional publishers join this effort. However, we need NIH’s
help to make that happen. To date, NIH has been slow to work with publishers to
resolve key implementation issues necessary to bring on additional publishers.

We strongly oppose any move to a mandatory policy and feel that NIH should in-
stead engage publishers more broadly so we may achieve our mutual objectives.
This is important to attain the maximum article deposition rate without adversely
affecting the valuable peer review process or the stability of important scientific
journals and their publishers. Considering the immense stakes, it is prudent to
work through the outstanding issues under the voluntary policy in a way that opti-
mizes participation by all players to ensure the greatest benefit to the public inter-
est and scientific progress.

We are confident that through a cooperative approach involving the publishing
community, deposition rates for manuscripts reporting on NIH-funded research can
reach optimum levels within a period of month, not years. We encourage Congress
to direct NIH to work together with publishers to improve the implementation of
the voluntary Public Access Policy and further increase deposit rates. We stand
ready to work with NIH to achieve this important goal.

Publishers remain committed to working with NIH to ensure the successful imple-
mentation of the current voluntary program, while protecting the peer review proc-
ess that helps ensure the quality and integrity of scientific and medical research.
On behalf of the AAP, I appreciate this opportunity to submit this statement and
look forward to enhanced collaboration with NIH.
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PREPARED STATEMENT OF THE ASSOCIATION FOR CLINICAL RESEARCH TRAINING
SUMMARY OF FISCAL YEAR 2008 RECOMMENDATIONS

A 6.7 percent increase for the National Institutes of Health, including the Na-
tional Center for Research Resources.

$462 million for the Clinical and Translational Science Awards.

$350 million for the agency for Healthcare Research and Quality.

$750 million for a Center for Comparative Effectiveness at the agency for
Healthcare Research and Quality. Of this $750 million, a substantial portion should
be for research training.

The Association for Clinical Research Training (ACRT) is committed to improving
the Nation’s health by increasing the amount and quality of clinical research
through the expansion and improvement of clinical research training. This training
is funded by both the National Institutes of Health (NIH) and the Agency for
Healthcare Research and Quality (AHRQ).

NATIONAL INSTITUTES OF HEALTH

The NIH’s Clinical and Translational Science Awards (CTSAs) aim to meet one
of the profound challenges of 21st Century medicine, namely that the ever increas-
ing complexities involved in conducting clinical research are making it more difficult
to translate new knowledge from the bench to the bedside. As Dr. Elias Zerhouni,
the Director of the NIH, wrote in the October 13, 2005 edition of the New England
Journal of Medicine, “it is the responsibility of those of us involved in today’s bio-
medical research enterprise to translate the remarkable scientific innovations we
are witnessing into health gains for the Nation.”

The CTSAs assist institutions in creating a home for clinical and translational
science that has the resources necessary to train and advance a cadre of investiga-
tors. The CTSAs transform basic research into clinical practice, advance information
technology, integrate research networks and improve workforce training.

The ACRT supports the fiscal year 2008 President’s budget request of $462 mil-
lion for the CTSAs, and joins the Ad Hoc Group for Medical Research in asking for
a 6.7 percent increase in fiscal year 2008 for the NCRR and the NIH overall.

AGENCY FOR HEALTHCARE RESEARCH AND QUALITY

AHRQ is the lead Federal agency charged with supporting research to improve
healthcare quality, reduce costs, advance patient safety, decrease medical errors,
eliminate disparities and broaden access to essential services. AHRQ supports
health services research that will improve the quality of healthcare and improve evi-
dence-based decision making. The agency also transforms research into in practice
in order to facilitate wider access to effective healthcare services.

By providing funds to train clinical researchers, AHRQ ensures that there con-
tinues to be researchers who are able to provide the Nation with high quality, unbi-
ased information about healthcare. Once consumers have this information, they will
then be able to make effective, evidence based healthcare choices. A Center for Com-
parative Effectiveness would help to leverage AHRQ’s expertise in providing this in-
formation to consumers. But in order to continue AHRQ’s mission of training clin-
ical researchers, there must be ample funding for training the investigators who will
move this center forward.

The ACRT joins the Friends of AHRQ in requesting $350 million for AHRQ in
fiscal year 2008. The ACRT also joints the Society of General Internal Medicine
(SGIM) and other organizations in advocating for a Center for Comparative Effec-
tiveness at AHRQ. This center should have an initial investment of $750 million,
including a substantial portion for research training.

PREPARED STATEMENT OF THE ASSOCIATION OF MATERNAL AND CHILD HEALTH
PROGRAMS

Mr. Chairman and members of the subcommittee, I am pleased to submit testi-
mony on behalf of the Association of Maternal and Child Health Programs
(AMCHP) regarding the critical need for increased funding of the Maternal and
Child Health Services Block Grant, Title V of the Social Security Act. The Maternal
and Child Health Services Block Grant is the only Federal program devoted to im-
proving the health of all women, children and families. The program provides fund-
ing to State maternal and child health programs, which serve 33 million women and
children in the United States.
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When our children are healthy, they are more likely to succeed. Maternal and
child health (MCH) programs help promote our children’s success by identifying
emerging and urgent health needs, while continuing to assure services like prenatal
care, universal newborn screening, immunizations and access to health services. In
fact, 80 percent of all American children access or connect with one or more pro-
grams funded by the Title V MCH Block Grant, making this program a vital re-
source for families—especially those with special health care needs.

INCREASE THE BLOCK GRANT TO $750 MILLION

The MCH Block Grant “Works.”—The Office of Management and Budget reported
that the block grant-funded programs helped to decrease the infant mortality rate,
prevent disabling conditions, increase the number of children immunized, increase
access to care for uninsured mothers and children, and improve the overall health
of all mothers and children. Funding for the program has decreased since fiscal year
2002, yet participation has increased. These funding shortages have threatened the
MCH programs’ ability to continue achieving successful outcomes. As health care
costs rise and the number of under- or un-insured women and children continue to
grow, block grant programs will face a critical erosion of their successes. This ero-
sion will impact the health and well-being of hundreds of thousands of women and
children.

The Need for Programs for Families and Children With Special Health Care Needs
Continues to Grow.—As States face economic hardships and limit their enrollment
and benefit packages in Medicaid and State Children’s Health Insurance Programs
(SCHIP), more women and children seek and receive services through MCH pro-
grams. This is especially true for children with special health care needs who re-
quire services that are not covered in most health insurance plans. Block grant
funds also are used to reduce infant mortality, provide mental health care, improve
oral health, provide care coordination to children with special health care needs and
reduce racial disparities in health care.

The Block Grant Funds Improvements to Vital Health Care Systems.—State MCH
programs establish health care standards that promote preventive health care; pro-
vide outreach and health care education to assure that children receive services
through insurance programs; and, measure the impact of health care practices. The
block grant allows States to fund efforts to increase the quality health care, collect
data and conduct analyses. MCH programs identify factors associated with infant
mortality, inadequate immunizations, and late prenatal care so that strategies can
be developed to address these needs. Every funding cut means the provision of fewer
direct services and limits the development of health care system improvements.

MATERNAL AND CHILD BLOCK GRANT-FUNDED PROGRAMS HAVE FAR—REACHING IMPACT
AND USE MONIES EFFICIENTLY AND EFFECTIVELY

Working with Efficiency and Agility, Spending Limited Resources Wisely

The care coordination of MCH programs ensures that all mothers and children,
insured, under- and un-insured, utilize available health care coverage to receive all
possible benefits. All payment sources (private insurance, State or federally funded
health care) are integrated to deliver quality care.

Dollars invested in MCH programs yield a high return on investment.

The State of Iowa was awarded an Early Hearing Detection and Intervention
grant through 2008 to focus on reducing the number of infants who are “lost”
in the system, delaying the provision of early intervention services. The States’
Child Health Specialty Clinics use the funds to screen all newborns and enroll
eligible children into early intervention programs.

The Pennsylvania Department of Health currently funds the Pennsylvania
Shaken Baby Syndrome Prevention and Awareness Program in the amount of
approximately $100,000 annually. This program seeks to increase awareness of
new parents on the dangers of shaking a baby. Medical care over the lifetime
of a single child that suffers from Shaken Baby Syndrome can easily surpass
the million dollar mark.

In Florida, for every dollar spent on newborn screening, $17 are saved. New-
born screening detects diseases and disorders that, without intervention, are de-
bilitating, costly and potentially deadly.

Focusing on Those with the Greatest Need

Nationally, the incidence of low birth weight babies and infant mortality for Afri-
can Americans is twice the rate for whites. MCH programs share strategies and tac-
tics to reduce these racial and ethnic disparities.
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Nevada contracts with local agencies to serve uninsured pregnant women
with prenatal care including screening and referral for depression during and
post-pregnancy.

Many young people are at risk for serious chronic diseases and premature death.
Among 5- to 24-year-olds, nearly 75 percent of deaths are behavior-related, as are
many illness and social problems, such as substance abuse. State MCH programs
work to build the capacity of adolescent health coordinators and child health profes-
sionals at the State level to address adolescent health and make it a priority.

State technical assistance programs funded by the Title V MCH Block Grant help
prevent HIV transmission from mothers to babies, help women quit smoking during
pregnancy and promote safe motherhood.

A recent survey of State MCH program adolescent health coordinators identified
teen pregnancy prevention as the number one priority related to adolescent health.
State MCH programs work to raise the visibility of teen pregnancy prevention ef-
forts to increase State capacity to address teen pregnancy and develop sustained
and effective prevention efforts.

Serving America’s Families

MCH State programs serve more than 33 million people, striving to improve the
health of all women, infants, children and adolescents including those with special
health care needs by delivering critical screening services, and supporting preven-
tive, primary and specialty care.

Montana’s MCH funding was the financial basis for public health services, es-
pecially in many small counties until recent bioterrorism funding. Federal and
State MCH funding enables local public health to leverage small amounts of
match funding at the county level.

Eighty percent of America’s children utilize one or more maternal and child
health program.

California’s MCH program is collaborating with the Children’s Hospital of Los
Angeles and State Epilepsy Foundation on a HRSA grant called Improving Ac-
cess to Care for Children and Youth with Epilepsy. The overall goal is to im-
prove access to health and other services and supports related to epilepsy by
facilitating the development of state-wide community-based interagency models
of comprehensive, family-centered and culturally effective statewide standards
of care. The program collaborates with Family Voices and the Children’s Re-
gional Integrated Service Systems which comprises 14 MCH county programs
to implement integrated community systems of care for children and youth with
special health care needs.

More families are turning to MCH services. Over the last 5 years, the number
of individuals served increased by 18 percent.

The number of families served through Regional Genetics Clinics in Wash-
ington State grew from 2,736 families to 4,406 families in 5 years.

Touching the Lives of Women and Children from Every Walk of Life

MCH clients are as diverse as the country itself. MCH programs serve families
in urban, suburban, rural, and frontier settings.

Many MCH clients are “special populations,” those that face severe health prob-
lems and access issues to needed health care. They include children with complex
health care needs, the under- and uninsured, American Indian and Alaska Natives,
migrant and seasonal workers, immigrants, and racial and ethnic minorities.

Pennsylvania’s MCH program has partnered with the Pennsylvania Chapter
of the American Academy of Pediatrics on the Educating Practices in Commu-
nity Integrated Care (EPIC-IC) Medical Home Training Program. Between Oct.
2006 to Feb. 2007, the EPIC IC program has prevented over 200 hospitaliza-
tions and almost 700 emergency doctor visits from. Future cost benefit modeling
with parent and insurance data can translate this savings into real time dol-
lars. In addition, care coordination and the EPIC IC program has favorably im-
pacted the quality of life of both parents and children and youth with special
health care needs by preventing almost 400 missed school days and over 250
parental work days missed.

MATERNAL AND CHILD HEALTH PROGRAMS WORK HAND IN HAND WITH MEDICAID AND
SCHIP. THE HEALTH AND CONTINUITY OF OUR PROGRAMS ARE VITAL TO THEIR CON-
TINUED EFFECTIVENESS

AMCHP represents the State public health leaders and others working to assure
that all women, children and families receive quality health care. MCH programs
provide services and supports that augment Medicaid and SCHIP coverage and en-
sure eligible women and children access to needed services. MCH programs work
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with other programs such as WIC, community health providers, Head Start and
schools to make referrals to Medicaid and SCHIP programs. They also train public
health workers who inform families about the availability of Medicaid and SCHIP
and how to apply. These programs participate in the development of Medicaid and
SCHIP policies and practice standards that help providers work with special popu-
lations, such as children and youth with special health care needs.

Changes to Medicaid and SCHIP often have a great effect on MCH programs and
the people they serve. As some States restrict eligibility for Medicaid and SCHIP,
people in need look to MCH-funded services to meet their health care needs. This
puts an increased demand on MCH programs to offer more services without addi-
tional funding. With the increasing cost of health care and tighter State budgets,
States are examining ways to offer health care services with decreasing resources.
It is more important than ever to maintain the necessary services for pregnant
women, children and adolescents by using the expertise, creativity and resources of
Medicaid, SCHIP and Title V in joint program planning and development.

CONCLUSION

After its creation, the Title V Maternal and Child Health Block Grant grew from
a $2.7 million program in fiscal year 1936 to a $731 million program in fiscal year
2002 to address the developing needs of America’s women and children. However,
since then, as maternal and child health related needs have increased, the Block
Grant funding has decreased. Title V remains vital as a source of flexible funding
that allows States to meet the needs of their most vulnerable populations through
effective, efficient and integrated programs. Increased funding is crucial to sustain
and expand these efforts to assure quality health care for families and children with
special health care needs.

Please provide $750 million for the Block Grant in fiscal year 2008. Thank you
for this opportunity to provide testimony.

PREPARED STATEMENT OF THE ASSOCIATION OF MINORITY HEALTH PROFESSIONS
SCHOOLS

SUMMARY OF FISCAL YEAR 2008 RECOMMENDATIONS

$300 million for the Title VII Health Professions Training Programs, including:

—$33.6 million for the minority centers of excellence.

—$35.6 million for the health careers opportunity program.

$250 million for the National Institutes of Health’s National Center on Minority
Health and Health Disparities.

Support for the National Center for Research Resources Extramural Facilities
Construction program.

—$6.7 percent increase for Research Centers for Minority Institutions.

—$119 million for extramural facilities construction.

$65 million for the Department of Health and Human Services’ Office of Minority
Health.

$65 million for the Department of Education’s Strengthening Historically Black
Graduate Institutions program.

Mr. Chairman and members of the subcommittee, thank you for the opportunity
to present my views before you today. I am Dr. Barbara Hayes, president of the As-
sociation of Minority Health Professions Schools (AMHPS) and the dean of the
school of pharmacy at Texas Southern University. AMHPS, established in 1976, is
a consortium of our Nation’s 12 historically black medical, dental, pharmacy, and
veterinary schools. The members are two dental schools at Howard University and
Meharry Medical College; four schools of medicine at The Charles Drew University,
Howard University, Meharry Medical College, and Morehouse School of Medicine;
five schools of pharmacy at Florida A&M University, Hampton University, Howard
University, Texas Southern University, and Xavier University; and one school of
veterinary medicine at Tuskegee University. In all of these roles, I have seen first-
hand the importance of minority health professions institutions and the Title VII
Health Professions Training programs.

Mr. Chairman, time and time again, you have encouraged your colleagues and the
rest of us to take a look at our Nation and evaluate our needs over the next 10
years. I want to say that minority health professional institutions and the Title VII
Health Professionals Training programs address a critical national need. Persistent
and sever staffing shortages exist in a number of the health professions, and chronic
shortages exist for all of the health professions in our Nation’s most medically un-
derserved communities. Furthermore, our Nation’s health professions workforce
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does not accurately reflect the racial composition of our population. For example
while blacks represent approximately 15 percent of the U.S. population, only 2-3
percent of the Nation’s health professions workforce is black. Mr. Chairman, I would
like to share with you how your committee can help AMHPS continue our efforts
to help provide quality health professionals and close our Nation’s health disparity
gap.

There is a well established link between health disparities and a lack of access
to competent healthcare in medically underserved areas. As a result, it is imperative
that the Federal Government continue its commitment to minority health profession
institutions and minority health professional training programs to continue to
produce healthcare professionals committed to addressing this unmet need.

An October 2006 study by the Health Resources and Services Administration
(HRSA), entitled “The Rationale for Diversity in the Health Professions: A Review
of the Evidence” found that minority health professionals serve minority and other
medically underserved populations at higher rates than non-minority professionals.
The report also showed that; minority populations tend to receive better care from
practitioners who represent their own race or ethnicity, and non-English speaking
patients experience better care, greater comprehension, and greater likelihood of
keeping follow-up appointments when they see a practitioner who speaks their lan-
guage. Studies have also demonstrated that when minorities are trained in minority
health profession institutions, they are significantly more likely to: (1) serve in rural
and urban medically underserved areas, (2) provide care for minorities and (3) treat
low-income patients.

As you are aware, Title VII Health Professions Training programs are focused on
improving the quality, geographic distribution and diversity of the healthcare work-
force in order to continue eliminating disparities in our Nation’s healthcare system.
These programs provide training for students to practice in underserved areas, cul-
tivate interactions with faculty role models who serve in underserved areas, and
provide placement and recruitment services to encourage students to work in these
areas. Health professionals who spend part of their training providing care for the
underserved are up to 10 times more likely to practice in underserved areas after
graduation or program completion.

Institutions that cultivate minority health professionals, like the AMHPS mem-
bers, have been particularly hard-hit as a result of the cuts to the Title VII Health
Profession Training programs in fiscal year 2006 and fiscal year 2007 Funding Reso-
lution passed earlier this Congress. Given their historic mission to provide academic
opportunities for minority and financially disadvantaged students, and healthcare
to minority and financially disadvantaged patients, minority health professions in-
stitutions operate on narrow margins. The cuts to the Title VII Health Professions
Training programs amount to a loss of core funding at these institutions and have
been financially devastating.

In fiscal year 2008, funding for the Title VII Health Professions Training pro-
grams must be restored to the fiscal year 2005 level of $300 million, with two pro-
grams—the Minority Centers of Excellence (COEs) and Health Careers Opportunity
Program (HCOPs)—in particular need of a funding restoration. In addition, the Na-
tional Institutes of Health (NIH)’s National Center on Minority Health and Health
Disparities (NCMHD), as well as the Department of Health and Human Services
(HHS)’s Office of Minority Health (OMH), are both in need of a funding increase.

Minority Centers of Excellence

COEs focus on improving student recruitment and performance, improving cur-
ricula in cultural competence, facilitating research on minority health issues and
training students to provide health services to minority individuals. COEs were first
established in recognition of the contribution made by four historically black health
professions institutions (the Medical and Dental Institutions at Meharry Medical
College; The College of Pharmacy at Xavier University; and the School of Veterinary
Medicine at Tuskegee University) to the training of minorities in the health profes-
sions. Congress later went on to authorize the establishment of “Hispanic”, “Native
American” and “Other” Historically black COEs.

Presently the statute is configured in such a way that the “original four” institu-
tions compete for the first $12 million in funding, “Hispanic and Native American”
institutions compete for the next $12 million, and “Other” institutions can compete
for grants when the overall funding is above §é24 million. For funding above $30 mil-
lion all eligible institutions can compete for funding.

However, as a consequence of limited funding for COEs in fiscal year 2006 and
fiscal year 2007, “Hispanic and Native American” and “Other” COEs have lost their
support. Out of 34 total COEs in fiscal year 2005, only 4 now remain due to the
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cuts in funding. Many AMHPS institutions lost its COE funding as well, which was
a devastating blow to our institutions.
For fiscal year 2008, I recommend a funding level of $33.6 million for COEs.

Health Careers Opportunity Program (HCOP)

HCOPs provide grants for minority and non-minority health profession institu-
tions to support pipeline, preparatory and recruiting activities that encourage mi-
nority and economically disadvantaged students to pursue careers in the health pro-
fessions. Many HCOPs partner with colleges, high schools, and even elementary
schools in order to identify and nurture promising students who demonstrate that
they have the talent and potential to become a health professional.

Collectively, the absence of HCOPs will substantially erode the number of minor-
ity students who enter the health professions. Over the last three decades, HCOPs
have trained approximately 30,000 health professionals including 20,000 doctors,
5,000 dentists and 3,000 public health workers. If HCOPs continue to lose Federal
support, then these numbers will drastically decrease. It is estimated that the num-
ber of minority students admitted to health professional schools will drop by 25—
50 percent without HCOPs. A reduction of just 25 percent in the number of minority
students admitted to medical school will produce approximately 600 fewer minority
medical students nationwide.

As a result of cuts in the fiscal year 2006 and fiscal year 2007 Labor-HHS Appro-
priations process, only 4 out of 74 total HCOPs currently receive Federal funding.

For fiscal year 2008, I recommend a funding level of $35.6 million for HCOPs.

NATIONAL INSTITUTES OF HEALTH (NIH): EXTRAMURAL FACILITIES CONSTRUCTION

Mr. Chairman, if we are to take full advantage of the recent funding increases
for biomedical research that Congress has provided to NIH over the past decade,
it is critical that our Nation’s research infrastructure remain strong. The current
authorization level for the Extramural Facility Construction program at the Na-
tional Center for Research Resources is $250 million. The law also includes a 25
percent set-aside for “Institutions of Emerging Excellence” (many of which are mi-
nority institutions) for funding up to $50 million. Finally, the law allows the NCRR
Director to waive the matching requirement for institutions participating in the pro-
gram. We strongly support all of these provisions of the authorizing legislation be-
cause they are necessary for our minority health professions training schools.

Unfortunately, funding for NCRR’s Extramural Facility Construction program
was completely eliminated in the fiscal year 2006 Labor-HHS bill, and no funding
was restored in the funding resolution for fiscal year 2007. In fiscal year 2008,
please restore funding for this program to its fiscal year 2004 level of $119 million,
or at a minimum, provide funding equal to the fiscal year 2005 appropriation of $40
million.

RESEARCH CENTERS IN MINORITY INSTITUTIONS

The Research Centers at Minority Institutions program (RCMI) at the National
Center for Research Resources has a long and distinguished record of helping our
institutions develop the research infrastructure necessary to be leaders in the area
of health disparities research. Although NIH has received unprecedented budget in-
creases in recent years, funding for the RCMI program has not increased by the
same rate. Therefore, the funding for this important program grow at the same rate
as NIH overall in fiscal year 2008.

STRENGTHENING HISTORICALLY BLACK GRADUATE INSTITUTIONS—DEPARTMENT OF
EDUCATION

The Department of Education’s Strengthening Historically Black Graduate Insti-
tutions program (Title III, Part B, section 326) is extremely important to AMHPS.
The funding from this program is used to enhance educational capabilities, establish
and strengthen program development offices, initiate endowment campaigns, and
support numerous other institutional development activities. In fiscal year 2008, an
appropriation of $65 million (an increase of $7 million over fiscal year 2007) is sug-
gested to continue the vital support that this program provides to historically black
graduate institutions.

National Center on Minority Health and Health Disparities

The National Center on Minority Health and Health Disparities (NCMHD) is
charged with addressing the longstanding health status gap between minority and
nonminority populations. The NCMHD helps health professional institutions to nar-
row the health status gap by improving research capabilities through the continued
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development of faculty, labs, and other learning resources. The NCMHD also sup-
ports biomedical research focused on eliminating health disparities and develops a
comprehensive plan for research on minority health at the NIH. Furthermore, the
NCMHD provides financial support to health professions institutions that have a
history and mission of serving minority and medically underserved communities
through the Minority Centers of Excellence program.

For fiscal year 2008, I recommend a funding Ievel of $250 million for the NCMHD.

Department of Health and Human Services’ Office of Minority Health

Specific programs at OMH include:

(1) Assisting medically underserved communities with the greatest need in solving
health disparities and attracting and retaining health professionals,

(2) Assisting minority institutions in acquiring real property to expand their cam-
puses and increase their capacity to train minorities for medical careers,

(3) Supporting conferences for high school and undergraduate students to interest
them in health careers, and

(4) Supporting cooperative agreements with minority institutions for the purpose
of strengthening their capacity to train more minorities in the health professions.

The OMH has the potential to play a critical role in addressing health disparities.
Unfortunately, the OMH does not yet have the authority or resources necessary to
support activities that will truly make a difference in closing the health gap be-
tween minority and majority populations.

For fiscal year 2008, I recommend a funding level of $65 million for the OMH.

Mr. Chairman, please allow me to express my appreciation to you and the mem-
bers of this subcommittee. With your continued help and support, AMHPS’s member
institutions and the Title VII Health Professions Training programs can help this
country to overcome health and healthcare disparities. Congress must be careful not
to eliminate, paralyze or stifle the institutions and programs that have been proven
to work. The Association seeks to close the ever widening health disparity gap. If
this subcommittee will give us the tools, we will continue to work towards the goal
of eliminating that disparity everyday.

Thank you, Mr. Chairman, and I welcome every opportunity to answer questions
for your records.

PREPARED STATEMENT OF THE ASSOCIATION FOR PSYCHOLOGICAL SCIENCE
SUMMARY OF RECOMMENDATIONS

As a member of the Ad Hoc Group for Medical Research Funding, APS rec-
ommends $30.8 billion for NIH in fiscal year 2008, a 6.7 percent increase.

APS requests committee support for establishing behavioral and social science re-
search and training as a core priority at NIH in order to: better meet the Nation’s
health needs, many of which are behavioral in nature; realize the exciting scientific
opportunities in behavioral and social science research, and; accommodate the
changing nature of science, in which new fields and new frontiers of inquiry are rap-
idly emerging.

Given the critical role of basic behavioral science research and training in ad-
dressing many of the Nation’s most pressing public health needs, we ask the com-
mittee to (1) require NIMH to coordinate its efforts with other Institutes to ensure
that these and related areas are adequately supported at NIH; and (2) request a
report from NIH outlining a structure for basic behavioral science within NIGMS.

APS encourages the committee to review behavioral science activities at a number
of individual institutes. Examples are provided in this testimony to illustrate the
exciting and important behavioral and social science work being supported at NIH.

Mr. Chairman, members of the committee: As our organization’s name indicates,
APS is dedicated to all areas of scientific psychology, in research, application, teach-
ing, and the improvement of human welfare. Our 18,000 members are scientists and
educators at the Nation’s universities and colleges, conducting NIH-supported basic
and applied, theoretical and clinical research. They look at such things as: the con-
nections between emotion, stress, and biology and the impact of stress on health;
they look at how children grow, learn, and develop; they use brain imaging to ex-
plore thinking and memory and other aspects of cognition; they develop ways to
manage debilitating chronic conditions such as diabetes and arthritis as well as de-
pression and other mental disorders; and they address the behavioral aspects of
smoking and drug and alcohol abuse. Still others look at how genes and the environ-
ment influence behavioral traits such as aggression and anxiety; the development
of a normative model of vision to understand how it is used in behavior; and the
study of the behavioral and neural mechanisms of sound localization.
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As a member of the Ad Hoc Group for Medical Research Funding, APS rec-
ommends $30.8 billion for NIH in fiscal year 2008, an increase of 6.7 percent over
the fiscal year 2007 Joint Funding Resolution level. This increase would halt the
erosion of the Nation’s public health research enterprise, and help restore momen-
tum to our efforts to improve the health and quality of life of all Americans.

Within the NIH budget, APS is particularly focused on behavioral and social
science research and the central role of behavior in health. The remainder of this
testimony concerns the status of those areas of research at NITH.

BASIC AND APPLIED PSYCHOLOGICAL RESEARCH RELATED TO HEALTH

Behavior is an indelible part of health. Many leading health conditions—heart
disease; stroke; lung disease and certain cancers; obesity; AIDS, suicide; teen preg-
nancy, drug abuse and addiction, depression and other mental illnesses; neurological
disorders; alcoholism; violence; injuries and accidents—originate in behavior and
can be prevented or controlled through behavior. As just one example, stress is
something we all feel in our daily lives, and we now have a growing body of research
that illustrates the direct link between stress and health: chronic stress accelerates
not only the size but also the strength of cancer tumors; mounting evidence indi-
cates that chronic stressors weaken the immune system to the point where the
heart is damaged, paving the way for cardiac disease; children who are genetically
vulnerable to anxiety and who are raised by stressed parents are more likely to ex-
perience more anxiety and stress later in life; animal research has shown that stress
interferes with working memory; and stressful interactions may contribute to sys-
temic inflammation in older adults which in turn may maintain negative emotion
and pain over time.

None of the conditions or diseases described above can be fully understood with-
out an awareness of the behavioral and psychological factors involved in causing,
treating and preventing them. Just as there exists a layered understanding, from
basic to applied, of how molecules affect brain cancer, there is a similar spectrum
for behavioral research. For example, before you address how to change attitudes
and behaviors around AIDS, you need to know how attitudes develop and change
in the first place. Or, to design targeted therapies for bipolar disorder, you need to
know how to understand how circadian rhythms work as disruptions in sleeping
patterns have been shown to worsen symptoms in bipolar patients.

Despite the clear central role of behavior in health, behavioral research has not
received the recognition or support needed to reverse the effects of behavior-based
health problems in this Nation. APS asks that you continue to help make behavioral
research more of a priority at NIH, both by providing maximum funding for those
institutes where behavioral science is a core activity, by encouraging NIH to ad-
vance a model of health that includes behavior in its scientific priorities, and by en-
couraging stable support for basic behavioral science research at NIH.

BASIC BEHAVIORAL SCIENCE RESEARCH NEEDS A STABLE INFRASTRUCTURE

Broadly defined, behavioral research explores and explains the psychological,
physiological, and environmental mechanisms involved in functions such as mem-
ory, learning, emotion, language, perception, personality, motivation, social attach-
ments, and attitudes. Within this, basic behavioral research aims to understand the
fundamental nature of these processes in their own right, which provides the foun-
dation for applied behavioral research that connects this knowledge to real-world
concerns such as disease, health, and life stages. We are sorry to have to tell you
that basic behavioral research is not faring well at NIH, a circumstance that jeop-
ardizes the success of the entire behavioral research enterprise. Let us describe the
current situation:

Traditionally, the National Institute of Mental Health (NIMH) has been the home
for far more basic behavioral science than any other institute. Many basic behav-
ioral and social questions were being supported by NIMH, even if their answers
could also be applied to other institutes. Recently, NIMH has begun to aggressively
reduce its support for many areas of the most basic behavioral research, in favor
of translational and clinical research. This means that previously funded areas now
are not being supported.

NIMH’s abrupt decision to narrow its portfolio came without adequate planning
and is happening at the expense of critical basic behavioral research. We favor a
broader spectrum of support for basic behavioral science across NIH as appropriate
and necessary for a vital research enterprise. But until other Institutes have the
capacity to support more basic behavioral science research connected to their mis-
sions, programs of research in fundamental behavioral phenomena such as cog-
nition, emotion, psychopathology, perception, and development, will continue to lan-
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guish. The existing conditions for basic behavioral science research undermine the
scientific community’s efforts to address many of the Nation’s most pressing public
health needs. We ask the committee to require NIMH to coordinate its efforts with
other Institutes to ensure that these areas are adequately supported at NTH.

NIGMS SHOULD SUPPORT BASIC BEHAVIORAL SCIENCE RESEARCH

The situation at NIMH underscores the need for a dependable “home” for basic
behavioral science research and training at NIH. In fact, that is the recommenda-
tion of the NIH Director’s own Working Group on Research Opportunities in the
Basic Behavioral and Social Sciences, which also recommended the National Insti-
tute of General Medical Sciences (NIGMS), known as NIH’s “basic research insti-
tute.” Congress has given NIGMS a statutory mandate [TITLE 42, CHAPTER 6A,
SUBCHAPTER III, Part C, subpart 11, Sec. 285k] to support basic behavioral re-
search and training, but that mandate has not been fulfilled.

As early as fiscal year 2000, this committee, along with your colleagues in the
House, has repeatedly issued report language urging NIGMS to fund basic behav-
ioral research and training, saying, for example: “There is a range of basic behav-
ioral research and training that the institute could support, such as the funda-
mental relationships between the brain and behavior, basic cognitive processes such
as motivation, learning, and information processing, and the connections between
mental processes and health. The committee encourages NIGMS to support basic be-
havioral research and training and to consult with the behavioral science research
community and other Institutes to identify priority research and training areas.”
[House Fiscal Year 2000 Appropriations Report 106-370]

As a result of meetings between NIH Deputy Director Raynard Kington and Rep-
resentatives Kennedy and Baird, the NIH Director commissioned a panel of outside
experts in 2004 to study the matter. This Working Group, which was convened
under the auspices of the NIH Director’s Advisory Council, spent a year assessing
the state of basic behavioral research throughout NIH. In its final report to NIH,
the Working Group formally recommended the establishment of a secure and stable
home for basic behavioral science research and training at NIH. In particular, it
suggested that an Institute such as NIGMS should be that home, as this committee,
the Institute of Medicine, and the National Academy of Sciences have recommended.
NIH has deflected this request, made by multiple entities, time and time again. In
view of the fact that 8 of the 10 leading causes of death have a significant behav-
ioral component and that basic research is the underpinning of advances in applied
behavioral research, the continued lack of focus of scientific leadership at NIH for
this important field of science is counter to the interests of the Nation’s health
needs.

Basic behavioral research in the cognitive, psychological, and social processes un-
derlying substance abuse and addiction (significance for NIDA, NIAAA, NCI and
NHLBI), obesity (significance for NIDDK, NHLBI, and NICHD) and the connections
between the brain and behavior (significance for NIMH, NINDS, and NHGRI) just
to name a few, all are within the NIGMS mission. Greater involvement between the
behavioral science community and NIGMS is an alliance that can reap enormous
benefits for NIGMS, for behavioral science, for medical science, and for the public
welfare. It is our feeling that the time is ripe for NIGMS to provide a supportive
home for the kinds of basic behavioral science research that will be critical to ful-
filling the NIGMS mission in the coming years. Given the statutory mandate, the
recommendations of a recent Director’s advisory council’s task force, the strong con-
gressional interest, the recommendations of the National Academy of Sciences and
the Institute of Medicine, the scientific imperative, and most important, the health
needs of the Nation, APS asks the committee to request the Office of the Director
to submit to the committee a report indicating the structure for scientific leadership
for this important field within the appropriate grant making institute, by November
16, 2007.

BEHAVIORAL SCIENCE AT KEY INSTITUTES

In the remainder of this testimony, we highlight examples of cutting-edge behav-
ioral science research being supported by individual institutes.

National Institute of Mental Health (NIMH).—In addition to our earlier discussion
of NIMH, we would like to give special recognition to the Institute’s support of the
emerging field of Social Neuroscience, which investigates the interaction of biologi-
cal mechanisms and social processes and behavior. We commend NIMH for making
this a priority. Elucidating the complex interplay between brain and social behavior
will help us better understand and treat mental disorders such as autism and schiz-
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ophrenia, and will lead to cognitive therapies for treating the emotion dysregulation
associated with post-traumatic stress, depression, and cardiovascular disease.

National Institute on Drug Abuse (NIDA).—By supporting a comprehensive re-
search portfolio that stretches across basic neuroscience, behavior, and genetics,
NIDA is leading the Nation to a better understanding and treatment of drug abuse.
Risky Decision-Making and HIV/AIDS-NIDA-funded research is examining every
aspect of the transmission of HIV/AIDS through drug abuse and addiction, including
risk-taking behaviors associated with both injection and non-injection drug abuse,
how drugs of abuse alter brain function and impair decision making, and HIV pre-
vention and treatment strategies for diverse groups. The goal is to achieve a broad
understanding of the multiple ways that drug abuse and addiction affect HIV/AIDS
and how research can inform public health policy. APS asks this committee to sup-
port this and other critical behavioral science research at NIDA, and to increase
NIDA’s budget in proportion to the overall increase at NIH in order to reduce the
health, social and economic burden resulting from drug abuse and addiction in this
Nation.

It’s not possible to highlight all of the worthy behavioral science research pro-
grams at NIH. In addition to those reviewed in this statement, many other insti-
tutes play a key role in NIH behavioral science research enterprise. These include
the National Institute on Alcohol Abuse and Alcoholism, the National Cancer Insti-
tute, the National Institute for Child Health and Human Development, the National
Institute on Aging, the National Heart, Lung, and Blood Institute, and the National
Institute of Diabetes and Digestive and Kidney Diseases. Behavioral science is a
central part of the mission of these institutes, and their behavioral science programs
deserve the committee’s strongest possible support.

This concludes our testimony. Again, thank you for the opportunity to discuss
NIH appropriations for fiscal year 2008 and specifically, the importance of behav-
ioral science research in addressing the Nation’s public health concerns. We would
be pleased to answer any questions.

PREPARED STATEMENT OF THE ASSOCIATION FOR RESEARCH IN VISION AND
OPHTHALMOLOGY (ARVO)

EXECUTIVE SUMMARY

ARVO requests fiscal year 2008 NIH funding at $31 billion, or a 6.7 percent in-
crease over fiscal year 2007, to balance the biomedical inflation rate of 3.7 percent
and to maintain the momentum of discovery. Although ARVO commends the leader-
ship’s actions in the 110th Congress to increase fiscal year 2007 NIH funding by
$620 million, this was just an initial step in restoring the NIH’s purchasing power,
which has declined by more than 13 percent since the budget doubling ended in fis-
cal year 2003. That power would be eroded even further under the President’s pro-
posed fiscal year 2008 budget. ARVO commends NIH Director Dr. Zerhouni, who
has articulately described his agenda to foster collaborative, cost-effective research
and to transform the healthcare research and delivery paradigm into one that is
predictive, preemptive, preventive, and personalized. NIH is the world’s premier in-
stitution and must be adequately funded so that its research can reduce healthcare
costs, increase productivity, improve quality of life, and ensure our Nation’s global
competitiveness.

ARVO requests that Congress make vision health a top priority by funding the
NEI at $711 million in fiscal year 2008, or a 6.7 percent increase over fiscal year
2007. This level is necessary to fully advance the breakthroughs resulting from
NET’s basic and clinical research that are resulting in treatments and therapies to
prevent eye disease and restore vision. Vision impairment/eye disease is a major
public health problem that is growing and which disproportionately affects aging
and minority populations, costing the United States $68 billion annually in direct/
societal costs, reduced independence, and quality of life. NEI funding is a cost-effec-
tive investment in our Nation’s health, as it can delay and prevent expenditures,
especially to the Medicare and Medicaid programs.

Adequate NEI funding is also essential to a strong and vibrant research commu-
nity, which risks losing established investigators. The flat funding in recent years
may cause young investigators to pursue other careers and thus fail to keep the re-
search pipeline strong. ARVO is especially concerned about the impact on clinician
scientists who have been so instrumental to the NEI’s successful track record of the
translations of basic research into clinical applications that directly benefit the
American people.



109

ABOUT ARVO

ARVO is the world’s largest association of physicians and scientists who study dis-
eases and disorders affecting vision and the eye. ARVO has more than 11,700 mem-
bers from the United States and 70 countries, and some 80 percent of U.S. members
have grants from the National Eye Institute. It is in that regard that ARVO submits
these comments in support of increased fiscal year 2008 NIH and NEI funding.

FUNDING THE NEI AT $711 MILLION IN FISCAL YEAR 2008 ENABLES IT TO LEAD TRANS-
INSTITUTE VISION RESEARCH THAT MEETS NIH'S GOAL OF PREEMPTIVE, PREDICTIVE,
PREVENTIVE, AND PERSONALIZED HEALTHCARE

Funding NEI at $711 million in fiscal year 2008 represents the eye and vision re-
search community’s judgment as that necessary to fully advance breakthroughs re-
sulting from NEI’s basic and clinical research that are resulting in treatments and
therapies to prevent eye disease and restore vision.

NEI research responds to the NIH’s overall major health challenges, as set forth
by Dr. Zerhouni: an aging population; health disparities; the shift from acute to
chronic diseases; and the co-morbid conditions associated with chronic diseases (e.g.,
diabetic retinopathy). In describing the predictive, preemptive, preventive, and per-
sonalized approach to healthcare research, Dr. Zerhouni has frequently cited NEI-
funded research as tangible examples of the value of our Nation’s past and future
investment in the NIH. These include:

—Dr. Zerhouni has cited as a breakthrough the collaborative Human Genome
Project/NEI-funded discovery of gene variants strongly associated with an indi-
vidual’s risk of developing age-related macular degeneration (AMD), the leading
cause of blindness (affecting more than 10 million Americans) which increas-
ingly robs seniors of their independence and quality of life. These variants,
which are responsible for about 60 percent of the cases of AMD, are associated
with the body’s inflammatory response and may relate to other inflammation-
associated diseases, such as Alzheimer’s and Parkinson’s disease. As NEI Direc-
tor Dr. Paul Sieving has stated, “One of the important stories during the next
decade will be how Alzheimer’s disease and macular degeneration fit together.”

—Dr. Zerhouni has cited the NEI-funded Age-Related Eye Disease Study
(AREDS) as a cost-effective preventive measure. In 2006, NEI began the second
phase of the AREDS study, which will follow up on initial study findings that
high levels of dietary zinc and antioxidant vitamins (Vitamins C, E and beta-
carotene) are effective in reducing vision loss in people at high risk for devel-
oping advanced AMD—Dby a magnitude of 25 percent.

—NEI has funded research, along with the National Cancer Institute (NCI) and
the National Heart, Lung, and Blood Institute (NHLBI), into factors that pro-
mote new blood vessel growth (such as Vascular Endothelial Growth Factor, or
VEGF). This has resulted in anti-VEGF factors that have been translated into
the first generation of ophthalmic drugs approved by the Food and Drug Admin-
istration (FDA) to inhibit abnormal blood vessel growth in “wet” AMD, thereby
stabilizing vision loss. Current research is focused on using treatments singly
and in combination to improve vision or prevent further vision loss due to AMD.
As part of its Diabetic Retinopathy Clinical Research Network, NEI is also eval-
uating these drugs for treatment of macular edema associated with diabetic ret-
inopathy.

Although these breakthroughs came directly from the past doubling of the NITH
budget, their long-term potential to preempt, predict, prevent, and treat disease re-
lies on adequately funding NEI’s follow-up research. Unless its funding is increased,
the NEI’s ability to capitalize on the findings cited above will be seriously jeopard-
ized, resulting in “missed opportunities” that could include:

—Following up on the AMD gene discovery by developing diagnostics for early de-
tection and promising therapies, as well as to further study the impact of the
body’s inflammatory response on other degenerative eye diseases.

—Fully investigating the impact of additional, cost-effective dietary supplements
in the AREDS study, singly and in combination, to determine if they can dem-
onstrate enhanced protective effects against progression to advanced AMD.

—Following up with further clinical trials on patients with the “wet” form of
AMD, as well as patients with diabetic retinopathy, using the new anti-
angiogenic ophthalmic drugs singly and in combination to halt disease progres-
sion and potentially restore vision.

In addition, NEI research into other significant eye disease programs, such as
glaucoma and cataract, will be threatened, along with quality of life research pro-
grams into low vision and chronic dry eye. This comes at a time when the U.S. Cen-
sus and NEI-funded epidemiological research (also threatened without adequate
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funding) both cite significant demographic trends that will increase the public
health problem of vision impairment and eye disease.

Adequate NEI funding is also essential to a strong and vibrant research commu-
nity, which risks losing established investigators. The flat funding in recent years
may cause young investigators to pursue other careers and thus fail to keep the re-
search pipeline strong. ARVO is especially concerned about the impact on clinician
scientists who have been so instrumental to the NEI’s successful track record of the
translations of basic research into clinical applications that directly benefit the
American people.

VISION IMPAIRMENT/EYE DISEASE IS A MAJOR PUBLIC HEALTH PROBLEM THAT IS IN-
CREASING HEALTHCARE COSTS, REDUCING PRODUCTIVITY, AND DIMINISHING QUALITY
OF LIFE

The 2000 U.S. Census reported that more than 119 million people in the United
States were age 40 or older, which is the population most at risk for an age-related
eye disease. The NEI estimates that, currently, more than 38 million Americans age
40 and older experience blindness, low vision or an age-related eye disease such as
AMD, glaucoma, diabetic retinopathy, or cataracts. This is expected to grow to more
than 50 million Americans by year 2020. The economic and societal impact of eye
disease is increasing not only due to the aging population, but to its dispropor-
tionate incidence in minority populations and as a co-morbid condition of other
chronic disease, such as diabetes.

Although the NEI estimates that the current annual cost of vision impairment
and eye disease to the United States is $68 billion, this number does not fully quan-
tify the impact of direct healthcare costs, lost productivity, reduced independence,
diminished quality of life, increased depression, and accelerated mortality. The con-
tinuum of vision loss presents a major public health problem and financial challenge
to both the public and private sectors.

In public opinion polls over the past 40 years, Americans have consistently identi-
fied fear of vision loss as second only to fear of cancer. As a result, Federal funding
for the NEI is a vital investment in the health, and vision health, of our Nation,
especially our seniors, as the treatments and therapies emerging from research can
preserve and restore vision. Adequately funding the NEI can delay and prevent ex-
penditures, especially those associated with the Medicare and Medicaid programs,
and is, therefore, a cost-effective investment.

ARVO urges fiscal year 2008 NIH and NEI funding at $31 billion and $711 mil-
lion, respectively.

PREPARED STATEMENT OF THE ASSOCIATION OF WOMEN’S HEALTH, OBSTETRIC AND
NEONATAL NURSES

The Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN)
appreciates the opportunity to provide comments on the fiscal year 2008 appropria-
tions for nursing education, research, and workforce development programs as well
as programs designed to improve maternal and child health. AWHONN is a mem-
bership organization of 22,000 nurses, and our mission is to promote the health and
well-being of all women and newborns. AWHONN members are registered nurses,
nurse practitioners, certified nurse-midwives, and clinical nurse specialists who
work in hospitals and health systems, physicians’ practices, universities, and com-
munity clinics throughout the United States.

DEPARTMENT OF HEALTH AND HUMAN SERVICES (HHS)

AWHONN recommends $1 million in fiscal year 2008 funding to convene a Surgeon
General’s conference on preterm birth

Premature birth is the leading cause of neonatal death. Each year, an estimated
1 in 8 births is premature. A 2006 report by the Institute of Medicine found that
the annual economic burden associated with preterm birth is at least $26.2 billion.
This translates to $51,600 per preterm infant. The PREEMIE Act (Public Law 109-
450) authorized funding to convene a Surgeon General’s conference to establish a
public-private research and education agenda to accelerate the development of new
strategies for preventing preterm birth. This Surgeon General’s conference is a crit-
ical step in reducing this growing challenge.
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HEALTH RESOURCES AND SERVICES ADMINISTRATION (HRSA)

AWHONN recommends a minimum of $7.5 billion in funding for HRSA

AWHONN is deeply concerned by the President’s budget request, which elimi-
nates 12 programs and cuts over $200 million from the Federal funds HRSA re-
ceived in 2007. Through its many programs and new initiatives, HRSA provides for
the Nation’s most vulnerable citizens. Rapid advances in research and technology
promise unparalleled change in the Nation’s health care delivery system. In order
to take reasonable advantage of these opportunities, HRSA will require an overall
funding level of at least $7.5 billion for fiscal year 2008.

TITLE VIII—NURSING WORKFORCE DEVELOPMENT PROGRAMS UNDER HRSA

AWHONN recommends a minimum of $200 million in funding for Title VIII

Nursing workforce development programs authorized under Title VIII of the Pub-
lic Health Service Act, are an essential component of the American health care safe-
ty net. Title VIII programs are the only comprehensive Federal programs that pro-
vide annual funds for nursing education. These funds help nursing schools and stu-
dents prepare to meet changing patient needs and provide clinical education to pro-
mote practice in medically underserved communities and Health Professional Short-
age Areas.

The President’s budget recommends a 30 percent reduction in funding at $105
million for fiscal year 2008, despite the worsening nursing shortage. AWHONN be-
lieves a minimum of $200 million is needed to adequately fund in funding for Title
VIII Nursing Workforce Development. In addition, AWHONN supports funding the
Advanced Education Nursing Training Program (sec. 811) at an increased level on
par with other Title VIII programs in fiscal year 2008.

In 2002, Congress enacted the Nurse Reinvestment Act, which provides funding
for programs such as the Nurse Education Loan Repayment Program (NELRP), in-
ternships and residencies, retention programs, and faculty loans designed to encour-
age students to consider nursing, retain nurses, and increase nurse educators. These
new programs received an initial appropriation of $20 million in fiscal year 2003,
in addition to $93 million provided for existing Title VIII programming. Inadequate
funding stunted the potential of loan and scholarship programs and limited the sup-
port to nursing students. For example, NELRP is a competitive program that repays
60 percent of the qualifying loan balance of registered nurses selected for funding
in exchange for 2 years of service at a critical shortage facility. In fiscal year 2005,
the NELRP received 4,465 applications and dispersed 803 awards; an 18 percent
award rate. In fiscal year 2006, NELRP assessed 4,222 applications and gave 615
awards; only a 14 percent award rate. The award trend is going in the wrong direc-
tion.

Increased Funding for Title VIII Will Make a Positive Impact on the Nursing
Shortage.—Recent data from the Bureau of Health Professions, Division of Nursing’s
The Registered Nurse Population: National Sample Survey of Registered Nurses,
Preliminary Findings—March 2007, confirm that of the approximately 2.9 million
registered nurses in the Nation only 83 percent of these nurses work full-time or
part-time in nursing. A dominant factor in this shortage is the impending retire-
ment of up to 40 percent of the workforce by 2010. The average age of a nurse ac-
cording to a 2004 sample survey is 46.8 compared to 45.2 in the 2000 survey. This
anticipated wave of retirement will occur as the needs of the aging baby boomer
population will markedly increase demand for health care services and registered
nurses. Also, the 2007 U.S. Bureau of Labor and Statistics report projected that reg-
istered nurses will have the largest 10-year job growth; about 1 million new job
openings by 2010.

The shortage of registered nurses and its effect on staffing levels, patient safety,
and quality care demands attention and a significant increase in funding to bolster
and improve these programs. Nursing is the largest health profession, yet only .2
percent of Federal health funding is devoted to nursing education. A significant in-
crease in funding for these programs can help lay the groundwork for expanding the
nursing workforce, through education, clinical training and retention programs.

Increased Funding for Title VIII Will Help Fill the Nursing Faculty Gap.—
AWHONN supports efforts to recruit new faculty and increase nursing faculty avail-
able to teach in nursing schools. Currently, according to the National League for
Nursing, there are fewer than 17,000 full-time faculty members. The estimated
number of nurse faculty required to meet current demand is estimated to be 40,000
nurse educators. The Advanced Nurse Education funding in fiscal year 2005 pro-
dilced 11,949 graduate nursing students, who are the primary pool for future fac-
ulty.
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Nursing faculty continues to decrease in number as nursing school applications
have surged more than 59 percent over the past decade. In a NLN survey of the
2004-2005 academic year, nursing programs at all degree levels turned away an es-
timated 147,000 qualified applications because of the lack of faculty. This number
represents a 17.6 percent increase from last year’s figures. Without sufficient sup-
port for current nursing faculty and adequate incentives to attract future faculty,
nursing schools will fail to have the teaching infrastructure necessary to educate
and train our next generation of nurses.

While the capacity to implement faculty development is currently available
through section 811 and section 831, adequate funding and direction is needed to
ensure that these programs are fully operational. Options to provide support for full-
time doctoral study are essential to rapidly prepare future nurse educators.
AWHONN recommends that a portion of the funds be allocated for faculty develop-
ment and mentoring.

Funding Advanced Practice Nurses Provides Needed Faculty and Primary Care
Providers.—Advanced Practice nurses such as nurse practitioners, clinical nurse
specialists, certified registered nurse anesthetists and certified nurse midwives are
essential to eliminating the nursing shortage. As in other professions, the advanced
degree has become a necessary achievement for career advancement. Registered
nurses who pursue MSN and PhD degrees often go on to become faculty and essen-
tial health care providers. The nursing shortage encompasses both advanced prac-
tice and basic nursing; each must receive additional funding but not at the expense
of one another. In addition, advanced practice nurses are critical and sometimes the
only available primary care providers, and often serve in inner city, rural and fron-
tier health care settings.

The entire nursing workforce needs strengthening. As a result, it will take long-
term planning and innovative initiatives at the local, State and Federal levels to en-
sure an adequate supply of a qualified nurse workforce for the Nation. Federal in-
vestment in nursing education and retention programs is critical for meeting the
health care needs of our Nation.

TITLE V—MATERNAL AND CHILD HEALTH BUREAU (MCHB) UNDER HRSA

AWHONN recommends $731 million in funding for MCHB

The Maternal and Child Health Bureau incorporates valuable programs like the
Traumatic Brain Injury program, Universal Newborn Hearing Screening, Emer-
gency Medical Services for Children, and Healthy Start, which were zeroed out, and
the Maternal and Child Health Block Grant (MCH) that saw no funding growth
from the previous year. These programs provide comprehensive, preventive care for
mothers and young children, and an array of coordinated services for children with
special needs. In fact, MCH serves over 80 percent of all infants, half of all pregnant
women and 20 percent of all children in the United States.

NATIONAL INSTITUTES OF HEALTH (NIH)

AWHONN recommends a 6.7 percent increase in appropriation funding for NIH

Multiple institutes housed under the National Institutes of Health (NIH) serve
valuable roles in helping promote the importance of nursing in the health care in-
dustry along with the health and well-being of women and newborns. AWHONN
calls on Congress to implement a 6.7 percent increase in funding for NIH in each
of the next 3 years. This funding will allow scientists, including nurse scientists, to
continue making life-saving research breakthroughs and discoveries. This funding
?15(21 is the estimated amount needed to sustain the current model of NIH research
unding.

NATIONAL INSTITUTE OF NURSING RESEARCH (NINR) UNDER NIH

AWHONN recommends $150 million in funding for NINR

The National Institute of Nursing Research (NINR) engages in significant re-
search affecting areas such as health disparities among ethnic groups, training op-
portunities for management of patient care and recovery, and telehealth interven-
tions in rural/underserved populations. This research allows nurses to refine their
practice and provide quality patient care. For example, NINR research is invaluable
in contributing to improved health outcomes for women. Recent public awareness
campaigns target differences in the manifestation of cardiovascular disease between
men and women. The differing symptoms are the source of many missed diagnostic
opportunities among women suffering from the disease, which is the primary killer
of American women. Because of the emphasis on biomedical research in this coun-
try, there are few sources of funds for high-quality behavioral research for nursing
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other than NINR. It is critical that we increase funding in this area in an effort
to optimize patient outcomes and decrease the need for extended hospitalization.
While the President’s budget recommended a decrease at $138 million, AWHONN
requests $150 million for fiscal year 2008, consistent with the overall increase for
all National Institutes of Health.

NATIONAL INSTITUTE OF CHILD HEALTH AND HUMAN DEVELOPMENT (NICHD) UNDER NIH

AWHONN recommends $1.34 billion in funding for NICHD

The National Institute of Child Health and Human Development (NICHD) seeks
to ensure that every baby is born healthy, that women suffer no adverse con-
sequences from pregnancy, and that all children have the opportunity for a healthy
and productive life unhampered by disease or disability. For example, with in-
creased funding, NICHD could expand its use of the NICHD Maternal-Fetal Medi-
cine Network to study ways to reduce the incidence of low birth weight. Pre-
maturity/low birth weight is the second leading cause of infant mortality and the
leading cause of death among African American infants. AWHONN is directly in-
volved in programs to improve the health of women and newborns and looks to
NICHD to provide national initiatives that assist with the care of pregnant women
and babies. AWHONN suggests a 6.7 percent increase in NICHD funding to $1.34
billion.

NATIONAL INSTITUTE OF ENVIRONMENTAL HEALTH SCIENCES (NIEHS) UNDER NIH

AWHONN recommends $673 million for NIEHS

Research conducted by NIEHS plays a critical role in what we know about the
relationship between environmental exposures and the onset of diseases. Through
their research, we know that Parkinson’s disease, breast cancer, birth defects, mis-
carriage, delayed or diminished cognitive function, infertility, asthma and many
other diseases have confirmed environmental triggers. Our expanded knowledge, al-
lows policymakers and the public to make important decisions about how to reduce
toxin exposure, the risk of disease and other negative health outcomes. As the prev-
alence of infertility and related reproductive challenges continues to increase accord-
ing to the CDC, the investment in improving our understanding of environmental
impacts should be increased to $673 million.

INDIAN HEALTH SERVICE (IHS) UNDER THE DEPARTMENT OF HEALTH AND HUMANS
SERVICES (HHS)

AWHONN recommends $3.5 billion in funding for IHS

The Indian Health Service (IHS) is the principal Federal health care provider and
health advocate for the American Indian and Alaska Native populations. The Presi-
dent’s budget recognizes this importance by requesting a 6.9 percent increase of
$211 million to the IHS budget, bringing the fiscal year 2008 total to $3.27 billion.
While AWHONN applauds this increase, we recommend that a total of $3.5 billion
is needed for ITHS to fully achieve its legitimate goals. A recent study of Federal
health care spending per capita found that the United States spends $5,065 per year
for the general population, $3,803 per year for a Federal prisoner, and only $1,914
for a Native American. Where health needs continue at unprecedented levels ad the
average age of nurses (48) is higher than for the general public. The nursing short-
age has disproportionately affected Indian Health Services. Further, the average re-
ported vacancy rate for RNs in 2006 was 18 percent. IHS administers three severely
under-funded interrelated scholarship programs designed to meet the health profes-
sional staffing needs of IHS and other health programs serving Indian people. Tar-
geted resources need to be invested in the IHS health professions programs to re-
cruit and retain registered nurses.

CENTERS FOR DISEASE CONTROL AND PREVENTION (CDC) UNDER HHS

AWHONN recommends $52 million for Safe Motherhood /Infant Health to fund ac-
tivities authorized by the PREEMIE Act
This would include epidemiological studies on preterm birth, including the rela-
tionship between prematurity, birth defects and developmental disabilities.
AWHONN thanks you for your consideration and greatly appreciates this oppor-
tunity to submit testimony on these critical funding areas.
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PREPARED STATEMENT OF THE AUTISM SOCIETY OF AMERICA

My name is Ruth Elaine Hane. I live in Minneapolis, Minnesota, where I facilitate
a social group, the Aspie Get-Together, for adults with Aspergers and autism. It is
a privilege to testifying on behalf of my self and other adults on the spectrum of
autism. I appreciate sharing my story with strong advocates for autism, Senators
Harkin, Specter and Durbin. Thank you, for all you do, to improve the lives of those
affected by autism.

Several others have given testimony to this subcommittee, emphasizing the needs
of children with autism who are waiting for essential services, and I do not deny
that this is a critical issue, but, there are others who are also waiting, adults who
have aged out of the system after 21, and are now left without support. A portion
of these adults benefited from the various programs for early intervention in the
past two decades, but are lacking employment and life skills to live independently.
Many are sitting at home in front of their parent’s computer or television screen
without the quality of life they were promised.

I was born with autism, sometimes referred to as a “Rubella baby,” since my
mother had a severe case of Rubella Measles during her pregnancy with me. A de-
livery using forceps injured and distorted my head. I screamed for continuously,
could not swallow or tolerate touch. My mother was advised by her doctor, not to
become attached to her baby girl, because there was little hope of my survival, and,
even if I did, I would never be normal. But, I did live, because of a community of
neighbors who problem solved, volunteered, and taught my mother how to care for
me. The bases of their practical advice came from sheep ranching, and the methods
they used to nurture baby lambs who were born with neurological problems like
mine . . . to wrap me tightly in a warm blanket, place me in a box set on the
slightly warmed oven door and to drip goat’s milk into my mouth. Since the sound
of ticking clock calmed me, it was placed near the box. I was not to be clothed, or
disturbed for 3 hours at a time. Over time, I began to grow, however I did not accli-
mate to touch, or learn to coo, or respond to others.

I identified with cats and not people, and did not talk until I was 4 years old.
The small town where we lived accepted me as an “unusual” child who was stub-
born, independent, and overly active, skipping, twirling, and singing to herself. Au-
tism was not well-known by the doctors at that time. My grandmother, who was
a school teacher, stepped in to give me love, taught me manners and structured
learning. I graduated with honors from college, married and had two children, who
are now grown. My second husband and I are grandparents. Presently, I volunteer
in the community and serve as First vice Chair on the national board, of the Autism
Society of America. I consult with sensitive people, many of whom are on the spec-
trum of autism.

My message is that most adults with autism are greatly underserved. Autism is
sometimes called hidden, because many people like me look normal. Some, have
learned to accommodate, to pretend to be normal, but, others have odd social com-
munication and behaviors especially when there are stressful situations, such as
loud noise, flashing emergency lights, florescent lighting, confusing verbal directions
and poor signs in public places. Since our brains are unable to processes the incom-
ing information in a timely way, we are put a risk socially, sometimes hurt, bullied,
raped or even killed. Depression is common with little hope of living a productive
independent life, even though many are educated, with college degrees, and some
with graduate and doctoral degrees.

After I was diagnosed, as an adult, with High Functioning autism, I became ac-
tive in the local Autism Society of America, Minnesota State Chapter. In 1999, sev-
eral young adults on the spectrum asked if I would organize and facilitate a group
for people diagnosed with Aspergers and autism. They wanted a place to socialize
and meet friends. I formed the Aspic Get-Together.

The Aspic Get-Together is an all voluntary group of mostly young adults, run and
governed by the participants. Since most of our members are unemployed or under
employed, the nominal membership dues are often waived. We are limited in the
activities that we can do because of this lack of funding. However it is a demonstra-
tion of how people who are often marginalized and at times, ostracized, because of
a difference in social skills, can become, productive members of a group, and, of soci-
ety at large if given structure, guidance and the opportunity to be themselves.

Those with autism, who are living with their parents, are under a cloud of uncer-
tainty with parents who are aging, anguishing about the future of their dependent
adult with autism. With our population shifting toward a nuclear family unit, we
can no longer depend on the extended family to fill in this gap. We need appropria-
tions to fund services to change this grave situation in America. With applied re-
search, job and life skills training, community building and mentors, who could pro-



115

vide several hours of weekly planning and guidance, so that the underserved people
with autism could work, lead productive lives and contribute to society in unique
and beneficial ways. In addition, there are those who are profoundly affected by au-
tism, who need 24 hours a day of assistance and supervision. The best and most
successful programs today, are based on empowering the individual to make per-
sonal choices, allowing for, as much independence as is possible. Without exception,
these providers are under funded.

Although those of us with autism diagnoses are directly affected by choices others
make about and for us, our voice is seldom heard.

I dream of a society that embraces difference of all kinds, including autism, and
a society that listens to those with autism—who can speak.

Please remember to include wus so that there is .. . Nothing about
us . . . without us.

Thank you.

PREPARED STATEMENT OF THE CENTERS FOR DISEASE CONTROL AND PREVENTION
COALITION

The CDC Coalition is a nonpartisan coalition of more than 100 groups committed
to strengthening our Nation’s prevention programs. Our mission is to ensure that
health promotion and disease prevention are given top priority in Federal funding,
to support a funding level for the Centers for Disease Control and Prevention (CDC)
that enables it to carry out its prevention mission, and to assure an adequate trans-
lation of new research into effective State and local programs. Coalition member
groups represent millions of public health workers, researchers, educators, and citi-
zens served by CDC programs.

The CDC Coalition believes that Congress should support CDC as an agency—
not just the individual programs that it funds. In the best judgment of the CDC Co-
alition—given the challenges and burdens of chronic disease, a potential influenza
pandemic, terrorism, disaster preparedness, new and reemerging infectious diseases,
increasing drug resistance to critically important antimicrobial drugs and our many
unmet public health needs and missed prevention opportunities—we believe the
agency will require funding of at least $10.7 billion including sufficient funding to
prepare the Nation against a potential influenza pandemic, funding for the Agency
for Toxic Substances and Disease Registry and to maintain the current funding level
for the Vaccines for Children (VFC) program. This request does not include any ad-
ditional funding that may be required to expand the mandatory VFC in fiscal year
2008.

The CDC Coalition appreciates the subcommittee’s work over the years, including
your recognition of the need to fund chronic disease prevention, infectious disease
prevention and treatment, and environmental health programs at CDC. Federal
funding through CDC provides the foundation for our State and local public health
departments, supporting a trained workforce, laboratory capacity and public health
education communications systems.

CDC also serves as the command center for our Nation’s public health defense
system against emerging and reemerging infectious diseases. With the potential
onset of a worldwide influenza pandemic, in addition to the many other natural and
man-made threats that exist in the modern world, the CDC has become the Na-
tion’s—and the world’s—expert resource and response center, coordinating commu-
nications and action and serving as the laboratory reference center. States and com-
munities rely on CDC for accurate information and direction in a crisis or outbreak.

CDC’s budget has actually shrunk since 2005 in terms of real dollars—by almost
4 percent. If you add inflation, the cuts are even worse—and these are cuts to the
core programs of the agency. The current administration request for fiscal year 2008
is inadequate, with a total cut to core budget categories from fiscal year 2005 to fis-
cal year 2008 of half a billion dollars. We are moving in the wrong direction, espe-
cially in these challenging times when public health is being asked to do more, not
less. It simply does not make any sense to cut the budget for CDC core public health
programs at a time when the threats to public health are so great. Funding public
health outbreak by outbreak is not an effective way to ensure either preparedness
or accountability. Until we are committed to a strong public health system, every
crisis will force trade offs.

CDC serves as the lead agency for bioterrorism preparedness and must receive
sustained support for its preparedness programs in order for our Nation to meet fu-
ture challenges. In the best judgment of CDC Coalition members, given the chal-
lenges of terrorism and disaster preparedness, and our many unmet public health
needs and missed prevention opportunities, we support the proposed increase for
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anti-terrorism activities at CDC, including the increases for the Strategic National
Stockpile. However, we strongly oppose the President’s proposed $125 million cut to
the State and local capacity grants. We ask the subcommittee to restore these cuts
to ensure that our States and local communities can be prepared in the event of
an act of terrorism or other public health threat.

Public health programs delivered at the State and local level should be flexible
to respond to State and local needs. Within an otherwise-categorical funding con-
struct, the Preventive Health and Health Services (PHHS) Block Grant is the only
source of flexible dollars for States and localities to address their unique public
health needs. The track record of positive public health outcomes from PHHS Block
Grant programs is strong, yet so many requests go unfunded. However, the Presi-
dent’s budget once again proposes the elimination of the PHHS Block Grant. We
greatly appreciate the work of the subcommittee to at least partially restore the fis-
cal year 2007 elimination of the Block Grant. Nevertheless, the cut to the Block
Grant in fiscal year 2006 reduces the States’ ability to tailor Federal public health
dollars to their specific needs.

ADDRESSING URGENT REALITIES

Heart disease remains the Nation’s No. 1 killer. In 2004, more than 650,000 peo-
ple died from heart disease, accounting for 27 percent of all U.S. deaths. In 1998,
the U.S. Congress provided funding for CDC to initiate a national, state-based
Heart Disease and Stroke Prevention Program with funding for eight States. Now,
32 States and the District of Columbia are funded, 19 as capacity building and 14
as basic implementation. We must expand these efforts to continue the gains we
have made in combating heart disease and stroke.

The CDC funds proven programs addressing cancer prevention, early detection,
and care. In 2006, about 1.4 million new cases of cancer will be diagnosed, and
about 564,830 Americans—more than 1,500 people a day—are expected to die of the
disease. The financial cost of cancer is also significant. According to the National
Institutes of Health, in 2005, the overall cost for cancer in the United States was
nearly $210 billion: $74 billion for direct medical costs, $17.5 billion for lost worker
productivity due to illness, and $118.4 billion for lost worker productivity due to pre-
mature death.

Among the ways the CDC is fighting cancer, is through funding the National
Breast and Cervical Cancer Early Detection Program that helps low-income, unin-
sured and medically underserved women gain access to lifesaving breast and cer-
vical cancer screenings and provides a gateway to treatment upon diagnosis. CDC
also funds programs to raise awareness about colorectal, prostate, lung, ovarian and
skin cancers, and the National Program of Cancer Registries, a critical registry for
tracking cancer trends in all 50 States.

Although more than 20 million Americans have diabetes, 6.2 million cases are
undiagnosed. From 1980-2002, the number of people with diabetes in the United
States more than doubled, from 5.8 million to 13.3 million. Unfortunately funding
for diabetes, along with many other core CDC programs, has either been cut or flat
funded for the past several years. Without additional funds, most States will not be
able to create programs based on these new data. States also will continue to need
CDC funding for diabetes control programs that seek to reduce the complications
associated with diabetes.

Over the last 25 years, obesity rates have doubled among adults and children, and
tripled in teens. Obesity, diet and inactivity are cross-cutting risk factors that con-
tribute significantly to heart disease, cancer, stroke and diabetes. The CDC funds
programs to encourage the consumption of fruits and vegetables, to get sufficient ex-
ercise, and to develop other habits of healthy nutrition and activity. In order to fully
support these activities, we urge the subcommittee to provide at least $43 million
for the Steps to a Healthier U.S. program and $65 million for CDC’s Division of Nu-
trition and Physical Activity.

Childhood immunizations provide one of the best returns on investment of any
public health program. Despite the incredible success of the program, it faces seri-
ous financial challenges. In the past 10 years, the number of recommended child-
hood vaccines has jumped from 10 to 16. Even more striking, the cost of fully vacci-
nating an adolescent female has increased from $285 to over $1,200 in past 8 years
alone. Despite these challenges funding for vaccine purchases under section 317 has
remained stagnant. The consequence of this disconnect, is that while 747,000 chil-
dren and adolescents could potentially receive their full series of vaccinations with
317 funds in 1999, that number has plummeted by over 70 percent to just 218,000
in 2007.
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More than 400,000 people die prematurely every year due to tobacco use. CDC’s
tobacco control efforts seek to prevent tobacco addition in the first place, as well as
help those who want to quit. We must continue to support these vital programs and
reduce tobacco use in the United States.

Almost 80 percent of young people do not eat the recommended number of
servings of fruits and vegetables, while nearly 30 percent of young people are over-
weight or at risk of becoming overweight. And every year, almost 800,000 adoles-
cents become pregnant and about 3 million become infected with a sexually trans-
mitted disease. School health programs are one of the most efficient means of cor-
recting these problems, shaping our Nation’s future health, education, and social
well-being.

Much of CDC’s work in chronic disease prevention and health promotion is guided
by its prevention research activities. Healthy Passages is a longitudinal study that
is following a cohort of children will have to be discontinued without $6 million in
additional appropriations. If allowed to continue, the study would follow children
from birth through adulthood in order to discover critical links between risks and
protective factors and health outcomes.

CDC provides national leadership in helping control the HIV epidemic by working
with community, State, national, and international partners in surveillance, re-
search, prevention and evaluation activities. CDC estimates that up to 1,185,000
Americans are living with HIV, one-quarter of who are unaware of their infection.
Prevention of HIV transmission is our best defense against the AIDS epidemic that
has already killed over 500,000 U.S. citizens and is devastating the populations of
nations around the globe, and CDC’s HIV prevention efforts must be expanded.

The United States has the highest sexually transmitted diseases (STD) rates in
the industrialized world. More than 18 million people contract STDs each year. Un-
treated STDs contribute to infant mortality, infertility, and cervical cancer. State
and local STD control programs depend heavily on CDC funding for their oper-
ational support.

CDC conducts several surveys that help track health risks and provide informa-
tion for priority setting at the State and local levels. The Behavioral Risk Factor
Surveillance System, Youth Risk Behavior Survey, Youth Tobacco Survey, and Na-
tional Health and Nutrition Examination Survey (NHANES) are important national
sources of objective health data. NHANES is a unique collaboration between CDC,
the National Institutes of Health (NIH), and others to obtain data for biomedical
research, public health, tracking of health indicators, and policy development. En-
suring adequate funding for this survey is essential for determining rates of major
diseases and health conditions and developing public health policies and prevention
interventions.

We must address the growing disparity in the health of racial and ethnic minori-
ties. CDC’s Racial and Ethnic Approaches to Community Health (REACH), helps
States address these serious disparities in infant mortality, breast and cervical can-
cer, cardiovascular disease, diabetes, HIV/AIDS and immunizations. We encourage
the subcommittee to provide adequate funds for CDC’s REACH program.

CDC oversees immunization programs for children, adolescents and adults, and
is a global partner in the ongoing effort to eradicate polio worldwide. The value of
adult immunization programs to improve length and quality of life, and to save
health care costs, is realized through a number of CDC programs, but there is much
work to be done and a need for sound funding to achieve our goals. Influenza vac-
cination levels remain low for adults. Levels are substantially lower for pneumo-
coccal vaccination and significant racial and ethnic disparities in vaccination levels
persist among the elderly.

Injuries are the leading cause of death in the United States for people ages 1-
34. Of all injuries, those to the brain are most likely to result in death or permanent
disability. Traumatic brain injury (TBI) is widely recognized as the signature wound
of the Iraq war with estimates of the numbers of injured service members as high
as 150,000. Each year, however, more than 50,000 civilians die and 90,000 civilians
are left with a long-term disability as a result of TBI. The Traumatic Brain Injury
Act is the Nation’s only law that specifically responds to this growing public health
crisis. The Institute of Medicine found that this law has been effective in addressing
a wide variety of gaps in service system development.

Injury at work remains a leading cause of death and disability among U.S. work-
ers. During the period from 1980 through 1995, at least 93,338 workers in the
United States died as a result of injuries suffered on the job, for an average of about
16 deaths per day. The injury prevention and workforce protection initiatives of
NIOSH need continued support.

Created by the Children’s Health Act of 2000 (Public Law 106-310), the National
Center on Birth Defects and Developmental Disabilities (NCBDDD) at CDC con-
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ducts programs to protect and improve the health of children and adults by pre-
venting birth defects and developmental disabilities; promoting optimal child devel-
opment and health and wellness among children and adults with disabilities. We
must ensure adequate funding for this important Center.

We also encourage the subcommittee to provide adequate funding for CDC’s Envi-
ronmental Public Health Services Branch to revitalize environmental public health
services at the national, State and local. These services are essential to protecting
and ensuring the health and well being of the American public from threats associ-
ated with West Nile virus, terrorism, E. coli and lead in drinking water. We encour-
age the committee to provide at least $50 million for CDC’s Environmental Health
Tracking Network and to provide $50 million in new funding to CDC Environmental
Health Activities to develop and enhance CDC’s capacity to help the Nation prepare
for and adapt to the potential health effects of global climate change. This new re-
quest for funding would help prepare State and local health department to prepare
for the public health impacts of global climate change, allow CDC to fund academic
and other institutions in their efforts to research the impacts of climate change on
public health and to create a Center of Excellence at CDC to serve as a national
resource for health professionals, government leaders and the public on climate
change science.

We appreciate the subcommittee’s hard work in advocating for CDC programs in
a climate of competing priorities. We encourage you to consider our request for $10.7
billion, plus sufficient funding to prepare for a possible influenza pandemic, for CDC
in fiscal year 2008.

MEMBERS OF THE CDC COALITION

Advocates for Youth; AIDS Action; AIDS Alliance for Children, Youth and Fami-
lies; AIDS Foundation Chicago; Alliance to End Childhood Lead Poisoning; Amer-
ican Academy of Ophthalmology; American Academy of Pediatrics; American Asso-
ciation for Health Education; American Association of Orthopedic Surgeons; Amer-
ican Cancer Society; American College of Obstetricians and Gynecologists; American
College of Preventive Medicine; American College of Rheumatology; American Die-
tetic Association; American Foundation for AIDS Research; American Heart Associa-
tion; American Indian Higher Education Consortium; American Lung Association;
American Medical Women’s Association; American Optometric Association; Amer-
ican Podiatric Medical Association; American Psychological Association; American
Psychological Society; American Public Health Association; American Red Cross;
American School Health Association; American Society for Clinical Pathology; Amer-
ican Society for Gastrointestinal Endoscopy; American Society for Microbiology;
American Society for Reproductive Health; American Thoracic Society; American
Urological Association c¢/o MARC Assoc.; Arthritis Foundation; Assn. for Profes-
sionals in Infection Control & Epidemiology; Association of American Medical Col-
leges; Association of Maternal & Child Health Programs; Association of Minority
Health Professions Schools; Association of Public Health Laboratories; Association
of Reproductive Health Professionals; Association of Schools of Public Health; Asso-
ciation of State and Territorial Health Officials; Association of Teachers of Preven-
tive Medicine; Barbara Levine & Associates; Brain Injury Association; Bread for the
World Institute; Campaign for Tobacco-Free Kids; CDC Foundation; Center for
Science in the Public Interest; Coalition for Health Funding; Coalition for Health
Services Research; Commissioned Officers Association of the U.S. Public Health
Service; Consortium for Citizens with Disabilities; Consortium of Social Science As-
sociations; Council of Professional Association on Federal Statistics; Council of State
and Territorial Epidemiologist; Crohn’s and Colitis Foundation of America; Environ-
mental Defense; ESA, Inc.; Every Child By Two; GLMA; Health and Medicine Coun-
sel of Washington; Hepatitis Foundation International; Immune Deficiency Founda-
tion; Infectious Diseases Society of America; Latino Council on Alcohol & Tobacco;
Legal Action Center; March of Dimes; NASEMSD; National Alliance of State and
Territorial AIDS Directors; National Association of Children’s Hospitals; National
Association of County and City Health Officials; National Association of Councils on
Developmental Disabilities; National Association of Local Boards of Health; Na-
tional Association of School Nurses; National Black Nurses Association; National
Coalition for the Homeless; National Coalition of STD Directors; National Council
of La Raza; National Episcopal AIDS Coalition; National Family Planning and Re-
productive Health Association; National Health Care for the Homeless Council; Na-
tional Hemophilia Foundation ¢/o MARC Assoc.; National Medical Association; Na-
tional Osteoporosis Foundation; National Partnership for Immunization; National
Rural Health Association; National Safe Kids Campaign; National Association for
Public Health Statistics & Information Systems & Information Systems; Partner-
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ship for Prevention; Planned Parenthood Federation of America; Powers, Pyles, Sut-
ter and Verville; Research!America; Society for Maternal Fetal-Medicine c/o CRD
Associates; Society for Public Health Education; Society of General Internal Medi-
cine (SGIM); Spina Bifida Association of America; The Alan Guttmacher Institute;
Trust for America’s Health; U.S. Conference of Mayors; United Cerebral Palsy;
YMCA of the USA; and YWCA of the USA/Office of Women’s Health Initiative.

PREPARED STATEMENT OF THE CHARLES R. DREW UNIVERSITY OF MEDICINE AND
SCIENCE

SUMMARY OF FISCAL YEAR 2008 RECOMMENDATIONS

$300 million for the Health Resources and Services Administration Title VII
Health Professisons Training programs, including:

—$33.6 million for the Minority Centers of Excellence, and

—$35.6 million for the Health Careers Opportunity program.

Provide a 6.7 percent increase for fiscal year 2008 to the National Institutes of
Health (NTH), specifically:

—A proportional increast to the National Cancer Institute (NCI),

—$250 million for the National Center on Minority Health and Health Disparities

(NCMHD),

—Support the National Center for research resources:

—Proportional increase for Research Centers for Minority Institutions and In-
stitutional Development Award (IDeA) program institutions, and
—$119 million for extramural facilities construction.

Continue to urge NCI to support the Establishment of a Collaborative Minority
Health Comprehensive Research Center at a Historically Minority Institution in col-
laboration with the existing NCI cancer centers. continue to urge NCRR and
NCMHD to collaborate on the Establishment of a Minority Health Comprehensive
Research Center.

$65 million for the Department of Health and Human Services’ Office of Minority
Health, and

—Urge support for the Health Professions Leadership Development and Support

program at the Charles Drew University.

$65 million for the Department of Education’s Strengthening Historically Black
Graduate Institutions program.

Mr. Chairman and members of the subcommittee, thank you for the opportunity
to present you with testimony. The Charles Drew University is distinctive in being
the only dually designated Historically Black Graduate Institution and Hispanic
Serving Institution in the Nation. We would like to thank you and your prede-
cessors,

Mr. Chairman, for the support that this subcommittee has given to the National
Institutes of Health (NIH) and its various institutes and centers over the years,
NIH has been and continues to be invaluable to our university and especially our
community.

The Charles Drew University is located in the Watts-Willowbrook area of South
Los Angeles. Its mission is to prepare predominantly minority doctors and other
health professionals to care for underserved communities with compassion and ex-
cellence through education, clinical care, outreach, pipeline programs and advanced
research that makes a rapid difference in clinical practice. In our over 35 years of
enrolling students, the university has become a significant source of Latino and Af-
rican American doctors and health professionals. We have made a measurable con-
tribution to improving health care in this Nation by graduating over 400 physicians,
2,000 physician assistants, 2,500 physician specialists, and numerous other health
professionals—almost all from diverse communities. Even more importantly, our
graduates go on to serve underserved communities and 10 years later, over 70 per-
cent of them are still working with people who are in most need and who have the
poorest access to decent health care.

The Charles Drew University has established a national reputation for
translational research that addresses the health disparities and social issues that
strike hardest and deepest among urban and minority populations. As you can see,
we are a unique institution, and we serve a very important constituency, which re-
grettably, represents a growing segment of the overall U.S. population.

Currently, The Charles Drew University is experiencing a period of positive, dy-
namic growth. Though our former affiliate hospital, Martin Luther King-Harbor, is
experiencing difficulties, our institution is transforming and continues to make an
expanding contribution to the health work force, by graduating the highest caliber
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of health professionals—particularly, significant number of Latinos and African
Americans, who are highly sought after for employment and further training posi-
tions. Many serve in our community where recent circumstances and public health
budget cuts have reduced the number of beds and physicians back to the low level
that existed in 1965, when the voiceless community of South Los Angeles was forced
to rebel in order to get the health and social resources it deserves.

Our university continues to flourish and garner respect and support from our col-
leagues, community partners and those we serve. After 30 years, in partnership
with the University of California, we are establishing our own 4-year medical school
and a new School of Nursing to prepare nurses as well as nursing faculty—particu-
larly from minority populations. The Charles Drew University remains a beacon of
hope for our students and our community as we have been since we began when
we rose out of the ashes of the 1965 Watts civil unrest.

HEALTH RESOURCES AND SERVICES ADMINISTRATION

Title VII Health Professions Training Programs

The health professions training programs administered by the Health Resources
and Services Administration (HRSA) are the only Federal initiatives designed to ad-
dress the longstanding under representation of minorities in health careers. HRSA’s
own report, “The Rationale for Diversity in the Health Professions: A Review of the
Evidence,” found that minority health professionals disproportionately serve minor-
ity and other medically underserved populations, minority populations tend to re-
ceive better care from practitioners of their own race or ethnicity, and non-English
speaking patients experience better care, greater comprehension and greater likeli-
hood of keeping follow-up appointments when they see a practitioner who speaks
their language. Studies have also demonstrated that when minorities are trained in
minority health professions institutions, they are significantly more likely to: (1)
serve in medically underserved areas, (2) provide care for minorities, and (3) treat
low-income patients.

HRSA’s Minority Centers of Excellence (COE) and Health Careers Opportunity
Program (HCOP) support health professions institutions with a historic mission and
commitment to increasing the number of minorities in the health professions.

Mr. Chairman, in fiscal year 2006 these programs were cut by over 50 percent.
Unfortunately, those cuts were sustained in the funding resolution passed earlier
in this Congress. Looking ahead a decade, as you have encouraged your colleagues
and us to do, the cuts of recent years to these programs will seriously hamper our
ability to provide the desperately needed healthcare advances for our citizens. Those
cuts will widen the health disparities gap that is already far too wide, and they will
exacerbate the already present national physician shortage, particularly in urban
areas.

Minority Centers of Excellence

The purpose of the Minority Centers of Excellence (COE) program is to assist
schools, like Charles Drew University, that train minority health professionals, by
supporting programs of excellence. The COE program focuses on improving student
recruitment and performance; improving curricula and cultural competence of grad-
uates; facilitating faculty and student research on minority health issues; and train-
ing students to provide health services to minority individuals by providing clinical
teaching at community-based health facilities. For fiscal year 2008, the funding level
for Minority Centers of Excellence should be $33.6 million (an increase of $21.8 mil-
lion over fiscal year 2007).

Health Careers Opportunity Program

Grants made to health professions schools and educational entities under Health
Careers Opportunity Program (HCOP) enhance the ability of individuals from dis-
advantaged backgrounds to improve their competitiveness to enter and graduate
from health professions schools. HCOP funds activities that are designed to develop
a more competitive applicant pool through partnerships with institutions of higher
education, school districts, and other community based entities. HCOP also provides
for mentoring, counseling, primary care exposure activities, and information regard-
ing careers in a primary care discipline. Sources of financial aid are provided to stu-
dents as well a